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THE PORTRAITS OF FLORENCE NIGHT- 
INGALE.* 


By Mavupe E. Seymour Apsortt, B.A., M.D. 
McGill University, Montreal. 


INTRODUCTORY, 


Iv is nearly three quarters of a century since 


that the care of the soldiers—wounded, sick, or 
well—has been placed at the present day on a 
very high plane of efficiency. 

In view of the immensity of detail in such a 
life as that of Florence Nightingale, a complete 
account is impossible here. The most that can 
be attempted is a brief outline of those events 
that led up to, and followed the great Crimean 
climax, which revealed her to the admiration 
and affection of a grateful humanity. For fur- 
ther detail, those who are interested should con- 
sult the splendid Life of Florence Nightingale, 


the name of Florence Nightingale first thrilled by Sir Edward Cook, issued in two volumes, in 
through Europe, plunged in the horrors of the 1913, by MacMillan and Company, London. 
terrible Crimean War. The details of her great The appearance of this book, from which the 
and beneficent achievement have been forgot-| materials for this little sketch are drawn, has 
ten by many, and in their full extent, indeed, heen an event in biographical literature. Based 
have only been known by very few. Yet her ypon a thorough study of a mass of written ree- 
hame remains as a household word among us, ords, including Miss Nightingale’s own diaries 
breathing always the charm diffused by a life and yoluminous correspondence and many 
consecrated to high ideals, and symbolizing to other papers, official and otherwise, not pre- 


| directed by the influence of Miss Nightingale, 


us the power to move mountains of the passion- | 
ate womanly sympathy, discerning judgment, 
and magnificent organizing genius, which to- 
gether made her at once the Crimean heroine 
and the great reformer of military hygiene of 
the Victorian Age. Today we are again plunged 
into a war which has become even more terrible 
then any in the past, in consequence of the re- 
fiicments of so-called civilization as applied to 
methods of modern warfare. But we have to 
thank the stream of military reform that set in 
after the Crimean crisis, so largely initiated and 


* Adapted from an Address on “The Work of Florence Nightingale | 
and Medieal Units in Active Service Today,” delivered before the | 
Harvard Historieal Club, December 7, 1915. 


viously laid open to the public, it for the first 
time presents her story fully and fairly to the 
world, without sentimental exaggeration, but 
with the force of actual recorded facts. The 
story of the ‘‘Crimean Muddle,’’ as the situa- 
tion she was called upon to cope with in the 
East was picturesquely called, is told with fair- 


‘ness and discrimination, and the history of her 
activities, both then and in her subsequent life, 
is accurately detailed. As a result, we find the 
Florence Nightingale of our traditional knowl- 
edge replaced by a somewhat different, but a 
‘more human, and, we venture to think, a much 
greater character.—one in whom the self-devo- 


tion and passionate tenderness of heart towards 
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the distressed, for which she has always been im- 
mortalized, were combined with an unswerving 
singleness of aim, a wide clarity of judgment, 
and immense powers of organization and execu- 
tion that initiated and carried out far-reaching 
reforms. Her story, as here learned, is not 
alone that hackneyed theme, familiar to us all, 
of a gifted and gentle lady, who, moved with 
patriotic pity, braved the dangers of the seat of 
war for the sake of helping the distressed sol- 
diers of a beloved Queen, and who became there- 
after the popular heroine of the Victorian Age. 
The secret of her immense popularity and of 
the lasting greatness of her name has had a 
more logical foundation and a deeper root than 
could have been possible from the fruits of any 
single action. For in this case, as so often, vor 
populi vox Dei est. 

From this new biography we learn that her 
life before that Crimean climax was one long 
struggling preparation and battling through of 
the many barriers raised alike by social preju- 
dice and domestic affections towards the voca- 
tion that she felt was hers, though she knew not 
how or when it might come to her, but which, 
when it came, found her ready, with prejudices 
defeated, expert training secured, spiritually 
and mentally waiting for one of the great med- 
ical and military erises of the nineteenth cen- 
tury, that was to be hers to control and to 
subdue. Nor, after the crisis in the East was 
over, did she subside into the gentle inaction of 
an invalid chamber, as has been popularly 
thought, but from that chamber, battling with 
the physical illness that remained after her ex- 
ertions in the Crimea, and that threatened her 
life many times, she proceeded unrestingly to 
the solution of those many pressing problems 
by which medical science was revolutionized by 
her in various directions. 

Had it not been for the absolutely Herculean 
labors of Florence Nightingale, invalided in 
body, but of indomitable will, after her return 
from the Crimea, the terrible lessons of the war 
would have remained unlearned by the British 
nation, and the great reforms in the hygiene 
of the British army, sanitary science both in the 
East and West, hospital construction, and last 
but not least, in the profession of the gentle art 
of nursing,—reforms which she instituted, or- 
ganized, and actually dictated to Court and 
Ministers alike-—would not have been carried 
out, and the many wrongs she righted would 
have remained for the sufferings of a later gen- 
eration to retrieve. In the face of her pro- 
longed illness, the heroism that struggled and 
- won success for those reforms was on a higher 
plane than that by which she won the nation’s 
praise at Seutari and Balaklava. 

It is this new and immensely heroic present- 
ment of her genius, so evident now that the true 
story of her life is unveiled to us, that I would 
endeavor to reflect here. In the words of a 
recent essayist, the Crimean episode, truly seen, 


is only an incident in her career. Her title to 
rank among the great figures of history would 
have been as unchallengeable without that 
tremendous chapter. For her work was not 
passing, but permanent; not incidental, but 
fundamental. 

THE PORTRAITS. 


The series of portraits, which form an illus- 
trative basis for this article, have been drawn 
from various sources, which are acknowledged 
below each. The writer’s thanks are also due 
to the late Mr. J. B. Learmont, who made a 
collection of Nightingale memorabilia, and pre- 
sented several of the fine engravings reproduced 
here, to various institutions in Montreal; to 
Miss Helen Desbrisay of the Canadian Nurses’ 
Association for much valuable information; and 
especially to Dr. Harvey Cushing, to whose in- 
terest and through whose kind codperation the 
publication of this article in its present form 
is due. 

In the following paragraphs an attempt is 
made to group, under the periods in which these 
various portraits fall, a short biographical out- 
line of the main facts, or rather factors, in the 
development of Miss Nightingale’s character 
and work, and of their far-reaching results. 


I. THE CHILDHOOD OF FLORENCE NIGHTINGALE. 
(1820-1835. PLATES I AND IL.) 


Florence Nightingale was born in Florence, 
Italy, in the year 1820, during a winter’s so- 
journ of her parents there. One of two only 
daughters of wealthy parents, she was brought 
up in all the luxurious refinement of the best 
type of English home, in the midst of a large 
and affectionate family connection, in an en- 
vironment enriched by all the intellectual ad- 
vantages and the happiness that such circum- 
stances could bring. Born, as it may be said, a 
democrat, she quickly learned to discount the 
importance of these things in themselves, and 
yet her life was colored throughout by these 
early relations, which gave her, in the wide ex- 
perience of suffering and distress that came to 
her in later years, a sense of proportionate 
values, and a capacity of taking herself and 
others for granted, that was one of the ele- 
ments in her power, and that could probably 
have come to her in no other way. ‘The rich 
English scenery, too, in which she lived through- 
out her childhood and girlhood days, and in 
which she revelled consciously, even as a little 
child, must have sunk deep into her observant 
and sensitive nature, and been to the great spir- 
itual powers lying dormant there, as springs 0 
water in a thirsty land. For there are few 
more beautiful homes and surroundings in Eng- 
land than the estates of Lea Hurst in Derby- 
shire, and Embley in Surrey, on which, with his 
family, Mr. Nightingale passed alternately the 
winter and summer months of every year. 

The two sisters were the objects of much ten- 
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der personal care from their parents. Mrs. her childish diaries and letters contain naive 
Nightingale was a woman who accepted and ad- comparisons and comments. She was a health 
hered strictly to the religious and social con- child, fond of a frolic, and not free from - 
ventions of her day, but, within their limits, regenerate impulses towards unsympathetic 
she was prompt and generous in the exercise of governesses, yet, on the whole, serious-minded 
a power eo! age Pag seni as a duty upon and a little self-absorbed, with a tendency to 
an Englishwoman of her means and position. introspection that sometimes verged upon: the 


Puiate I. Mrs. NIGHTINGALE aND Her DavGutTers, 1828. 


From a portrait in the possession of Mrs. Cunliffe, and reproduced in Sir Edward Cook's 
Life of Florence Nightingale. 


Both her daughters were early permitted to 
Share in their mother’s solicitude for the poor of 
their father’s estate, and to accompany her on 
errands of help among them. Such activities 
appealed especially to Florence, who quickly re- 
vealed her innate sympathy for the sick, phil- 
anthropie bent, and deeply religious nature. The 
contrast between the lot of rich and poor struck 
her then, as it continued to do with increasing 
foree throughout life, as an incongruity, and 


morbid, and an inclination to belittle herself 
and her powers, that arose partly out of a con- 
scientious knowledge of her own shortcomings, 
and partly from a natural shyness, amounting 
almost to self-consciousness. 

Her love for animals was very strong, and she 
had a succession of pets, which she cherished, 
sick or well. The story of the injured collie 
dog, which had been regretfully condemned to be 
hanged by his master, because of a hopelessly 
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broken paw, and which she tended under the 
guidance of the vicar, all one long summer day, 
until the prospect of healing was assured and 
the delighted shepherd acknowledged his right 
to live, is almost too hackneyed to repeat. But 
it is a true story, and is of interest, because it is 
intensely characteristic of a little girl who, 
many years later, refused to give up the lives 


wonders if the adoring affection in the eyes of 
the gentle collie equalled the gratitude in the 
hearts of those poor wounded men! 

Like many of his circle, for he belonged to 
that interesting Unitarian group among whom 
the Martineaus were so prominent, Mr. Night- 
ingale held views on the higher education of 
women that were far in advance of his time. 


Piate Il. 


FLORENCE NIGHTINGALE AND THE INJURED COLLIE Dog. 


From an engraving in the possession of Miss White, —— Superintendent of the Royal Victoria 
t 


Hospital, 


of the five Crimean soldiers who were pro- 
nounced ‘‘too far gone to be operated on.’’ 
‘Will you give me these men to do as I like 
with?’’? she asked of the surgeons as they 
turned away. And, the necessary consent ob- 
tained, she sat all night through beside them, 
tending their wounds and supporting them with 
food and stimulant, with such success, that 
when morning came, the surgeons, with sur- 
prised relief, were able to carry out what 
would earlier have been a useless task. One 


Montreal. 


He personally supervised the education of his 
daughters, himself teaching them, as they grew 
older, modern languages and classics, European 
and Constitutional History, and even higher 
mathematics. They wrote essays and analyzed 
philosophical treatises, pursuing much the 
same course of study, under his tutorship, as 
would be followed now for a university degree. 
Florence was an ardent and laborious student, 
arising often at four in the morning to carry 
out her preparations, and, as Sir Edward Cook 
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remarks, to her father’s guidance in these ways 
she was undoubtedly indebted for the mental 
grasp and power of intellectual concentration 
that distinguished her work in later !ife. 

Conscientious to a degree, imbued with a feel- 
ing of responsibility and a religious sense of 
self-dedication that developed in her very early 
years, absorbed in a round of studies, duties, 
and pleasures, provided by her wise yet indul- 
gent parents, Florence Nightingale grew from 
an engaging child into the ‘‘girl of sixteen of 
great promise’ that a contemporary letter de- 
scribes. 


GIRLHOOD AND EARLY WOMANHOOD. 
(1835-1853. PLATES II, IV, V, VI.) 


Il. 


In 1837, when his younger daughter was 
seventeen, Mr. Nightingale took his family to 
the Continent, and eighteen delightful months 
were spent in leisurely travel through France, 
Italy and Switzerland. Everywhere the best 
social, artistic, musical, literary and political 
circles were open to them, and they entered 
heartily into the complex foreign life about 
them. Thetour ended with a winter in Paris, 
where, in the brilliant salons of their friends, 
the two charming girls discovered themselves 
both attractive and attracted. Freed from the 
shyness that had troubled her, Florence found 
she had social gifts of a high order, and con- 
fesses in her diary that the last temptation she 
had to overcome, before she was free to inter- 
pret that insistent inner call, was a ‘‘desire to 
shine in society.”’ 


Ill, FLorence NIGHTINGALE AS a GIRL. 


From a drawing by Sir Hilary Bonham Carter, and reproduced 
1u Sir Edward Cook’s Life of Florence Nightingale. 


All this was pleasant enough, and there was 
no reason to suppose at this time that Florence 
Nightingale would do otherwise than fulfil the 
expectations of her parents, and be content to 
live out the life of a happy English girl, and 
later, perhaps, become the wife of some good 
and worthy man. It was only after their return 
to England, and a short London season, when 
they were settled again in the midst of the busy 
hospitality of their country home, that a sense 
of the inadequacy of the social pleasures and 
domestic joys that surrounded her came upon 
her. It was to increase with the years, until, 
long before she attained her freedom, she strug- 
gled against the restrictions that bound her, 
with all the restlessness of a caged bird. The 
very happiness of the home that sheltered her, 
and the warmth of its affections, were gilded 
bars against which she almost broke her heart. 
To understand the nature and the greatness of 
this part of Miss Nightingale’s achievement, that 
consisted in surmounting the obstacles that lay 
in the way of her preparation, one must project 
oneself in imagination into the age in which 
she lived, seventy years ago, when it was an 
unheard-of thing for a beautiful and accom- 
plished girl to do anything outside of the pre- 
cincts of her home. Her mother and sister, af- 
fectionate as they were, did not even under- 
stand her impulse, and when at last it formu- 
lated itself into a distinct sense of a vocation 
to care for the sick, as it did when she was 
twenty-five, they felt towards it a real dis- 
favor. Nor can one blame them, remembering 
the low standards of hospital life of those days 
and the degraded type of nurse. She was an 
affectionate and dutiful daughter, and yielded 
to her parents’ wishes for many years, doing 
her best to be happy and to make others happy, 
in what was to her a ceaseless round of trivial- 
ities, and often suffering intensely from the 
sense of frustration of her higher self. For, in 
addition to the fact that there were great 
powers of organization and execution ferment- 
ing in her mind, which at that time had no 
outlet, and that she was swayed by a really 
passionate altruism, Florence Nightingale was 
distinctly conscious, as much so as any other 
saint in history, of a ‘‘call to be a saviour,’’ as 
she expresses it more than once in her diaries. 
In an autobiographical fragment, written in 
1867, she mentions February 7th, 1837, at 
Embley, as the day when ‘‘God called me to 
His service,’’ and several times this period is 
referred to as one of the chief crises of her 
inner life. It was the sense of defection to this 
inner call during these years of abeyance, under 
which she suffered most. Her father was a Uni- 
tarian, but she and her mother and sister fol- 
lowed the usages of the Church of England. 
Later in life her theological opinions became 
very broad, and she may be said to have con- 
formed to no dogma except the existence of a 
personal God, but she maintained throughout 
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her life this deeply religious attitude of mind, 
and this fact must be recognized in any true 
estimate of her life and work. In no other way 
is to be explained her humility of spirit, which 
may be likened to that of St. Francis of Assisi, 


Piate IV. Miss NIGHTINGALE (ABouT 1845). 


From an engraving in the possession of Miss Livingstone, 
Lady Superintendent of the Montreal neral Hospital, 
Montreal, from a drawing by H. M. B. C., published Nov. 
28th, 1854, by P. and D. Colnaghi, London. 


and her dislike of public acknowledgment, 
which sprang not only from natural modesty, 
but from an inner principle. 

It was with an affectionate hope of distract- 
ing her from her tiresome purpose, and with an 
entire lack of sympathy in her feeling, that her 
mother and sister planned and arranged several 
continental trips for her with congenial friends. 
The winter of 1847 was spent in Rome, with 
her friends the Bracebridges, who afterwards 
served with her in the Crimea. It was an 
eventful year for the future of her desire in 
more than one respect. In Rome she met the 
Sydney Herberts, and began that friendship 
with Lord Herbert, that was so fruitful in great 
results in the Crimea and after. And she be- 
came intimate with and studied the methods of 
an Italian nursing sisterhood. Moreover, it was 
a time of great happiness in other ways, for her 
appreciation of the beautiful was intense. The 
Sistine Chapel came to her as a revelation, and 
remained as one until the end of her life. Her 
description of it is exquisite. 


The winter of 1849-1850 she again spent trav- 
elling, this time in Egypt and Greece. It was 
at Athens that she picked up a baby owl that 
had fallen among the ruins of the Parthenon. 
She carried it in her pocket, and brought it 
home to Embley, where it lived for years. A 
small tragedy of her departure for the Crimea, 
was that the family, in leaving town to see her 
off, forgot to feed the owl, which was dead on, 
their turn. The portrait of Lady Verney 
(Plate V) shows the owl on the pedestal beside 
her, and it is carved, too, on the foot of the 
Derby memorial statue. 

It was on her way back to England from 
Greece, on July 31, 1850, that she first visited 
the Deaconesses Institute at Kaiserwerth on the 
Rhine. This had been the goal of her desires 
for the last six years, and repeatedly her hopes 
to see it had met with disappointment. It was a 
Protestant Sisterhood, organized by Pastor 
Fliedner and his wife, for the care of the sick 
poor, and discharged prisoners, and for the 
education of orphans, along lines which ap- 
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Miss NIGHTINGALE (ABOUT 1849). 


From an engraving in the possession of the Victorian 
Order of Nurses, Montreal, from a drawing by her sister, 
Lady Verney, published June, 1855, by Colnaghi. 


V. 


pealed intensely to her. The deaconesses took 
no vows, but came voluntarily, because they felt 
a vocation. She spent a fortnight in the instl- 
tution then, and returned the following summer 


(1851), the free consent of her parents having 
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at last been obtained, for three months’ train- 
ing. In the hard work, long hours, and ascetic 
simplicity of the life, as well as in the high- 
minded admonitions of the pastor, she took the 
deepest delight, and pronounced herself at last 
‘intensely happy.”’ It was a turning-point in 
her career, for she came to feel there that her 
life was at last her own, and the time for in- 
decision and yielding was past. There were still 
difficulties and doubts at home, but she was no 
longer restless, but assured. February of 1853 
saw her established at the Soeurs de la Provi- 
dence in Paris for another short period of 
study, and in July of that year she took her first 


PLate VI. FLoORENcE NIGHTINGALE. 
From a painting in the National Portrait Gallery, by 
Augustus R and reproduced in the Life of Flor- 


ene Nightingale by Annie Matheson. 


post, as superintendent of the ‘‘Sick Gov- 
ernesses Home’’ on Harley Street. Here she 
remained, winning the confidence of a difficult 
committee, and a still more difficult class of 
patients, until a short time after the outbreak 
of the Crimean War. 

Tn this little sketch of Florence Nightingale, 
during her time of aspiration and probation, 
there are many aspects that have not been 
touched upon at all. Her character was indeed 
fair and pure, as these early portraits well 
show, but there were shadows as well as lights 
within it. The acquirement, for instance, of the 
remarkable habits of precision, regularity and 
inethod that characterized her later years was 


attained only through difficult stumbling. ‘‘Let 
those,’’ says Sir Edward Cook, ‘‘who reproach 
themselves for a desultoriness, seemingly incur- 
able, take heart again from the example of Flor- 
ence Nightingale! No self-reproach recurs more 
often in her private outpourings at this time, 
than that of irregularity and even sloth. She 
found it difficult to rise early in the morning; 
she prayed and wrestled to be delivered from 
desultory thoughts, from idle dreaming, from 
scrappiness in unselfish work. She wrestled, 
and she won.’’ To her again the palm of vic- 
tory! 

Again, the unfulfilled longing that so long 
possessed her for practical expression of her 
powers and mission, and her habits of self- 
examination and of religous thought, did not 
prevent her from sharing in a very full way the 
life that went on about her. Florence Nightin- 
gale was no sad-eyed ascetic. We hear of her 
managing private theatricals, mothering young 
cousins, nursing maiden aunts, absorbed in 
housekeeping responsibilities, sympathizing 
with the love affairs of friends, and a host of 
other things. No happiness could exceed that 
of that winter in Rome. 

Nor did she escape that experience that comes 
to almost every man and woman in life. She 
was sought in marriage, long and persistently, 
by one with whom her own heart was engaged. 
With a clear-sightedness, born of her consecra- 
tion to an ideal stronger and higher than her- 
self, she put this form of earthly happiness be- 
hind her, feeling that she could not do her duty 
to him and to her work. Not from any belittle-° 
ment of the married state, nor from any lack 
of knowledge of what the higher kind of mar- 
riage might mean to them both did she act, but 
in the same spirit that prompted Saint Theresa 
or Santa Filomena. One of the most touching 
of her good-bye letters before she left for the 
Crimea was from this friend. ‘‘You undertake 
this,’’ he wrote, ‘‘when you cannot undertake 


me!’’ 
(To be continued.) 


Original Articles. 

THE PRESENT STATUS OF ALVEOLAR 
OSTEOMYELITIS (PYORRHEA ALVEO- 
LARIS). ITS CAUSES AND TREAT- 
MENT WITH VACCINES.* 


By Leon S. MEDALIA, M.D., Boston. 


INTRODUCTION. 


Ir is now almost ten years since I first began 
the use of vaccines in various diseases due to 
bacterial infections, among which was the dis- 


* Read before the Boston and Tufts Dental Alumni Association, 
April 12, 1916. 
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ease known as ‘‘pyorrhea alveolaris,’’ but which 
is in reality an alveolar osteomyelitis. The vac- 
cine treatment of this disease had found such 
favor among the dental profession to the extent 
that I was able to report 115 cases in 1912 be- 
fore the National Dental Association in Wash- 
ington. Anyone interested will find in that ar- 
ticle, published in the Bosron MeEpIcAL AND 
SurGicAL JourRNAL (Dec. 19 and 26, 1912), a 
detailed description of the cases treated, with a 
complete account of the bacteriological findings, 
urine and feces examinations, as well as of the 
local and systemic conditions found in each pa- 
tient. I have had under observation since then 
82 additional cases which will be reported in 
detail later. 

What I wish to take up in this paper, how- 
ever, more especially, is the present status of 
this disease, paying special attention to the new 
claims made by various workers in this field as 
to its causation and treatment. I shall take great 
pains to separate the wheat from the chaff, and 
discuss, in as concise a way as possible, my im- 
pressions of the latest developments in this most 
intractable and important of mouth infections. 


ETIOLOGY. 


The thorough understanding of the anatom- 
ical relations between the alveolar process, 
socket and root of the tooth is absolutely neces- 
sary before any one can have a proper concep- 
tion of the cause of this disease, of its progno- 
sis and of its treatment. In the paper’ pre- 
sented before the National Dental Society al- 
ready referred to, I have called attention to the 
true anatomical relation between these struc- 
tures. I have emphasized again the importance 
of this same thing in another paper read before 
the Merrimack Valley Dental Association.? It 
seems, however, from recent literature on the 
subject, that this fundamental knowledge of the 
anatomical and physiological relations of the 
alveolar process, socket and root of the tooth 
has not as yet percolated to those who seem to 
be interested in this subject. They still cling to 
the erroneous impression that there is a peri- 
dental membrane which acts as a sort of cush- 
ion to the tooth. They also refer to this as a 
‘*periosteum which is continuous with that of 
the surface of the jaw bone, but it also con- 
tinues up and covers the neck of the tooth.’’ 
‘*Pyorrhea dentalis and alveolaris,’’ they say, 
‘‘affects primarily the dental and alveolar per- 
iosteum.’’> The fact is that there is no such 
thing as a ‘‘dental periosteum.”’ 

I feel that if it were not for this misunder- 
standing of the anatomical and physiological 
relations of these parts, the dental and medical 
literature would have been saved a great deal of 
wild and baseless statements in relation to the 
etiology and treatment of this disease. I feel 
it incumbent again to emphasize the true ana- 
tomical relation which the tissues surrounding 


the root of the tooth bear to its socket, and what 
the alveolar process really is. 

The alveolar process is nothing more than the 
thinned-out edges of the maxillary bones and 
their trabeculae or bony offshoots, as has been 
well demonstrated by Malassez,* and is not a 
bone distinct from the maxilla, but is part of 
the maxilla. The socket is nothing more than 
an enlarged medullary space of the maxilla, 
and is made up of the above-described bony off- 
shoots which constitute the alveolar process, 
while instead of the so-called ‘‘ peridental mem- 
brane’’ or the ‘‘dental and alveolar periosteum,’”® 
we really have an alveolo-dental ligament.— 
bundles of ligament fibers which run from the 
wall of the bony offshoots of the alveolar 
process and maxillary bone and are imbedded 
deeply into the cementum of the root, forming 
a circular ligament which keeps the tooth sus- 
pended in the alveolar cavity. Between these 
bundles of ligament fibers there are spaces filled 
with loose cellular tissuae—medullary spaces— 
which communicate with other similar medul- 
lary spaces of the maxilla and alveolar process. 
These spaces contain the voluminous blood ves- 
sels and nerves of that region. (In a recent 
book on Dental Pathology, by Black,’ as well 
as that by Kirk,® we find some mention made of 
fibers as being present in the peridental mem- 
brane. But they do not refer to them as liga- 
ment fibers. The mere description of the find- 
ing of fibers histologically does not convey any 
special meaning as to what these fibers really 
are, and one could never learn from those de- 
scriptions that they refer to ligament fibers, and 
that the tooth is held by a circular ligament at- 
tached to the maxillary bone.) 

The nature of the disease under discussion, as 
has been well demonstrated by Znamensky,’ is 
a downward process. It begins with an inflam- 


matory process of the gum margin, soon in- 


volves the medullary spaces of the alveolo- 
dental ligament and the alveolar process—the 
bony offshoots themselves—which becomes ne- 
erotic and is in time dissolved away. The dis- 
ease finally involves the marrow spaces of the 
maxillary bone itself. We can, therefore, only 
refer to this disease under the circumstances as 
an osteomyelitis of the alveolar process and 
maxillary bone. It being a chronic condition, 
as a rule, we have, I believe, no choice but to 
consider it as a chronic alveolar osteomyelitis. 

So-called ‘‘pockets without pus,’’ referred to 
by dentists as ‘‘dry pyorrhea,’’ I have always 
found to contain pus and bacteria, and occasion- 
ally endameba on microscopic examination, 
showing a definite infection with a suppurating 
process, which has begun on the surface and 
has worked downward, and not vice versa, as 
one would infer, if the disease were due to 
endameba. 

Having described the true nature of the ana- 
tomical relation of the alveolar process, socket 
and root of the tooth, without which I feel no 
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dentist could see light upon the subject, we can 
now pay attention to the specific causes, if any 
such there be, of this disease. 

ENDAMEBA BUCCALIS, 

Owing to the prominence given in the medical 
and dental literature to the claims made by 
Bass and Johns* for this harmless unicellular 
organism—the endameba buccalis—as being the 
‘‘snecific’’ cause for pyorrhea, we shall have to 
look into these claims to try, if we can, to estab- 
lish how much truth, if any, there is in them. 

As far as I ean see, the principal underlying 
reasons given by Bass and Johns* for these 
claims are: (1) the fact that the endameba is 
present in greatest numbers in the deeper parts 
of the pockets and to a lesser degree in the up- 
per parts of the pockets; (2) the erroneous 
claim made by them that this organism is not 
found in healthy gums; and (3) the fact that 
emetin, a well-known amebicide, when admin- 
istered to patients suffering with this disease, 
was followed by an improvement in the condi- 
tion, and caused these amebae to disappear. 

As to the first contention, the fact that it is 
found in the deeper parts of the pockets is re- 
ferred to by them as chief evidence for its be- 
ing the ‘‘specific’’ cause and they say, ‘‘ What 
more evidence of pathogenicity do we need?’’ 
As if the mere finding of any harmless organism, 
demonstrated by various observers to be harm- 
less, would be sufficient to establish the claim 
for such organism as being the ‘‘specific’’ cause 
of a disease. They pay no attention whatsoever 
to the presence of bacteria, known to be patho- 
genic, present in great abundance in these deep- 
er parts of the pockets, and upon which these 
endamebae really feed and are rather of help 
to the patient, as has been stated by Chiavaro.® 

Their second claim, that endamebae are not 
found in the gums of healthy individuals, has 
been refuted by Lewald,’° who described this 
endameba over seven years previous to Barrett 
and Smith’s* and Bass and Johns’ description 
of this organism. Lewald was able to convince 
himself from his studies ‘‘that these amebae 
could be demonstrated in the mouth almost con- 
stantly, no matter how much care was taken of 
the teeth.’’ He ‘‘examined persons coming from 
all parts of the country and abroad, and the 
constancy with which the organisms had been 
found left no doubt in his mind as to its pres- 
ence in the human mouth in health, equalling 
in this respect the presence of the B. Coli in 
the intestines,’’ 

A very careful piece of work on the subject 
was reported by Angelo Chiavaro,® who con- 
cluded frém his researches that the endameba 

iS generally present in materia alba of the 
sound teeth if they are not kept in a good hy- 
glenie condition.’’ And finally that the ‘‘enda- 
meba has not a pathogenic action. On the con- 
trary, as it feeds on bacteria, it is most prob- 


ably an aid to the auto-disinfection of the 
mouth,’’ 


Anna Williams and her co-workers™ of the 
Research Laboratories of the New York Board 
of Health have found this endameba in 30% of 
children with healthy gums, in 50% of children 
with healthy gums and carious teeth, in 84% of 
children showing tartar around teeth and re- 
ceding gums, and in 94% of children with 
spongy gums. 

Finally, Price and LaRue’? in their sum- 
mary on this subject, prepared for the Scientific 
Foundation and Research Commission of the 
National Dental Association, stated that they 
have been unable to find the endameba in severe 
pyorrhea cases, and that in many cases the use 
of emetin has given poor or no results. They 
state that the proof is as yet insufficient that the 
endameba has anything whatever to do with the 
production of pyorrhea. 

I have personally examined several cases of 
alveolar osteomyelitis (pyorrhea) with results 
similar to those of Price and LaRue. In some 
of the most severe cases, with considerable pus, 
I could not demonstrate this organism after a 
prolonged search of several stained slides; 
while on the other hand, they were quite fairly 
abundant in patients who have taken several 
bottles (6 bottles in one case) of alcresta pills (40 
tablets, I believe, to the bottle), without show- 
ing any improvement in the condition, and 
who have, therefore, applied for vaccine treat- 
ment. 

I cannot help but sum up that the evidence 
is very much against the Endameba Gingivalis 
(Bucealis) having any causal relation, and espe- 
cially a ‘‘specific’’ etiologic relation to alveolar 
osteomyelitis or ‘‘pyorrhea.’’ 

Their other claim, that the use of emetin has 
been found by them to cause the disappearance 
of the ameba in the pockets and an improve- 
ment of the condition locally,—as being another 
indication that the ameba is the cause of this 
disease,—can be refuted by the fact that what- 
ever improvement was noticed in this disease from 
its use could be easily ascribed to the hemostatic 
action of the emetin and its antiseptic (bacteri- 
cidal) effect. Numerous cases, however, are ap- 
pearing today where there has been neither dis- 
appearance of the endameba by the use of the 
emetin nor the improvement of the disease, so 
this last fundamental claim for the endameba 
as the ‘‘specific cause’’ of alveolar osteomyelitis 
falls to the ground. 

In fact, we find in small type under the head- 
ing ‘‘Note,’’ in the book by Bass and Johns,** 
this statement: ‘‘Since our early publications 
we have seen a considerable number of cases 
in which endamebae have reappeared, after they 
had been absent for various periods of time, 
following the use of emetin in one way or an- 
other ... We have also seen,’’ they say, ‘‘a 


considerable number of cases in which the enda- 
mebae have not been eradicated, even for a 
short time, by emetin.’’ 

This admission, though in very fine type, of 
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the failure of emetin to have even an effect 
upon the endamebae, without mentioning the 
failures in improving the condition by this 
treatment,—all of which has been admitted by 
the very men who claim for the endameba the 
‘‘specifie cause’ in connection with this dis- 
ease,— is in itself sufficient to refute their own 
claim. 

Personally, I feel that owing to the anatom- 
ical relations of the tissues surrounding the root 
of the tooth and the disease in question being 
really pathologically an osteomyelitis, no one 
organism can possibly be found to be the spe- 
cific and only cause of this disease, any more 
than it can be said that any particular one bac- 
ierium or protozodn can be the only specific 
cause of an osteomyelitis affecting any other 
bone of the body. The more I have to deal with 
this affection, the more am I convinced of the 
truthfulness of my statement made before the 
National Dental Association in 1912,’ to the 
effect that ‘‘chronie alveolar osteomyelitis is 
not due to a specific microdrganism present in 
all cases, in the same way as tuberculosis is 
always caused by the tubercle bacillus, but is 
due, according to my own findings, and those 
of other investigators, to a mixed infection of 
different bacteria, the most prevalent being the 
strepto-pneumococeus variety.’’ 


BACTERIA IN ALVEOLAR OSTEOMYELITIS. 


I have already described in detail, in the 
paper presented before the National Dental So- 
ciety in 1912, the relation of bacteria to this dis- 
ease. The large number of investigators on the 
subject, beginning with Galippe™* as far back 
as 1888, Miller*® in 1890, Kirk,*® Black,* Von 
Arkivy,'* Ayre and Paine.*° and the 
host of other investigators have described one or 
more forms of bacteria of the suppurating 
types in connection with this disease, the pre- 
dominating one being that of the strepto-pneu- 
mococeus variety. 

In the 112 cases I have already re- 
ported where cultures were obtained, 107 
had this strepto-pneumococcus type of organ- 
ism, either alone or in eonjunction with one or 
more other bacteria. In the 82 additional cases 
I have had to date the bacteriological findings 
were practically the same as those described. A 
number of observers prefer to call this organism 
streptococcus viridans. I have considered it 
pneumococcus in chains, or strepto-pneumo- 
coccus. These bacteria are known to be pus- 
producing bacteria and, when inoculated into 


animals, produce disease and suppurative 
changes. I have personally been able to pro- 
duce (as already reported') inflammatory 


changes in the gums of dogs with the bacteria 
isolated from ‘‘pyorrheal’’ pus, changes suffi- 
cient to prove the pathogenicity of these organ- 
isms and their relation to alveolar osteomyelitis. 

The relation of these bacteria to alveolar os- 
teomyelitis is further demonstrated by the fact 


that patients suffering with this disease have 
yielded to the autogenous vaccines made from 
these organisms and administered to them. The 
response to the vaccines being specific, the vac- 
cines could, therefore, have no other effect upon 
the disease unless it be to immunize the pa- 
tients against the infectious agents (bacteria) 
to which we attribute the cause of this disease, 
and from which the autogenous vaccines are 
made. 

Probably as important a fact in favor of the 
bacterial cause of this disease is the systemic 
diseases secondary to this local alveolar osteo- 
myelitis. 

A great deal of work has been done on the 
systemic secondary infections, important among 
which is that of Rosenow,? who demonstrated 
the strepto-pneumococeus type of organisms in 
the joints and muscles of patients suffering with 
rheumatism, apparently secondary to the al- 
veolar infections. I believe that the mode of 
spread of infection from the oral cavity is prin- 
cipally by way of the blood,—the bacteria in- 
vading the blood either directly from the local 
focus of infection or from the stomach and in- 
testinal tract, as has been found at the Pasteur 
Institute.*? Antitoxin, if obtained from a horse 
after a meal, was found at the Pasteur Insti- 
tute to develop microbes, no matter how care- 
fully it was obtained. The horse, therefore, is 
bled after he is kept fasting, in order to obtain 
a sterile serum (antitoxin). Such microbie in- 
vasion of the blood from the intestinal tract is 
always to be kept in mind. The only protection 
against it, it seems to me, in the disease under 
discussion, next to eradication of the local foci, 
which may not always be possible, would be by 
raising the blood resistance by means of autog- 
enous vaccines to such organisms as might be 
swallowed with the ‘‘pyorrheal’’ pus. 

Since it is unanimously admitted that the sec- 
ondary infections—secondary to the local 
mouth infections—are of bacterial origin, I can 
see no rationality in the paradoxical claim made 
that the original local foci of infection are not 
of the same bacterial origin. (So much for the 
bacterial cause of the disease. ) 

It may be worth while to say a few words in 
connection with Talbot’s theories as to the 
causation of alveolar ‘‘pockets.’’ Talbot** de- 
scribes them in answer to the question that he 
asks himself, ‘‘What are pockets?’’ thus: ‘‘They 
are spaces,’’ he says, ‘‘between the gum and the 
root of the tooth, due to irregular absorption of 
the alveolar pfocess.’’ ‘‘Halisteresis [lime ab- 
sorption] or perforating canal absorption,” he 
says, ‘‘is the most common in the disappear- 
ance of the alveolar process. . . . This, to 
gether with the destruction of the peridental 
membrane in this area, is what would be called 
a pocket.’’ 

Talbot has apparently described the findings 
of the condition as they appear microscopically, 
but he has given no cause for the production of 
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such pockets. He is, besides, very much put ont 
by the suggestion of the ‘‘germ theory’’ as 
having anything to do with the causation of 
disease in general and the production of alveo- 
lar osteomyelitis (pyorrhea) in particular. 

He also says, ‘‘A pus infection is always a 
secondary matter, since the pockets are there, 
whether the pus is present or not.’’ As a mat- 
ter of fact, by obtaining material from such 
so-called dry pockets with a platinum loop or 
with a fine probe, I have personally always 
found on microscopic examination of such ma- 
terial considerable pus and bacteria present. 
Talbot, as well as a great many others in the 
dental profession, overlooks the possibility on 
the part of bacteria to produce toxic substances 
capable of causing the death of the tissue cells, 
which dead tissue nature will try to get rid of 
by gradually dissolving it, whether it be soft 
tissue or bone, thus causing a pocket in the 
alveolar process similar to the sinus or fistulous 
infection in any other tissue or bone. 


Bacteria of whatever type, then, capable of : 


implanting themselves and causing infection, 
will elaborate toxins, which in turn give rise to 
death of tissue cells. The dead tissue gradually 
dissolves away and discharges, forming a 
‘‘pocket.’’ The ability on the part of the bac- 
teria to cause infection will depend upon the 
high virulence of the bacteria, also upon the 
general lowered resistance of the individual or 
upon the lowered resistance of the tissues lo- 
cally, due to local irritation produced by tartar 
deposits, mal-oeelusion, ill-fitting crowns, and 2 
number of other local irritants. 

I have discussed and touched upon the etiol- 
ogy of this disease, bringing the subject, I be- 
lieve, up to date. We shall now take up the 
treatment of this condition, and I shall try 
again to call attention to the important points 
in the treatment which have a definite bearing 
upon the etiology of this disease. 


TREATMENT. 


Instrumentation. I shall not go into the de- 
tails as to the use of instrumentation in this 
disease, since I have always depended upon the 
dentist for this phase of the treatment. The 
principles of instrumentation, however, as far 
as I can see, which should be kept in mind by 
every one, are: the removal of local irritation, 
such as tartar deposits and calculi when pres- 
ent; avoiding ill-fitting crowns and injurious 
plates; doing away with mal-occlusion; remov- 
Ing all teeth that cause crowding of other teeth; 
keeping pockets open so they can readily drain; 
and, with the aid of the X-ray, to determine 
Which of the teeth have lost all their bony 
support, which teeth should be removed. 

Tt is interesting in this connection to cite 


Merritt’s** view ‘‘that pyorrhea can be pre-|: 


vented in 90 to 100%’? and that it ‘‘ean be 
eured by instrumentation, provided only that it 
1s done skilfully.’? While Talbot?* says: ‘‘In 


the treatment of pus pockets, the less instrumen- 
tation used to remove the deposits upon the 
roots of the teeth, the better. All that is neces- 
sary is to give nature a chance.”’ 

Here are the views of two extremists on in- 
strumentation. One thinks he can cure by in- 
strumentation alone practically all cases of al- 
veolar osteomyelitis, throwing down everything 
else suggested in connection with the treatment 
of this disease; while the other would not even 
have you properly remove the deposits on the 
roots of the teeth. The truth of the matter is 
that some dentists go much too far with instru- 
mentation, while others do far too little. The 
happy medium is what is required. 

The proper knowledge of the anatomical rela- 
tion of the root of the tooth to its surrounding 
tissues, the thorough understanding of the prin- 
ciples underlying instrumentation, together with 
the proper conception of its limitations, will all 
help one strike the happy medium in this phase 
of the treatment. 


EMETIN TREATMENT. 


I can say at this present time for emetin treat- 
ment that the consensus of opinion is that what- 
ever improvement has been noticed from its use 
is not so much due to its effect upon the enda- 
meba, but rather to its hemostatic action, as well 
as its bactericidal properties. It is surely not a 
curative agent because of the nature of chemical 
drugs in general and their effect upon chronic 
diseases. No sooner do you stop their use than 
they immediately are eliminated by the system, 
allowing the infectious agents, of whatever kind 
there may be, at once to start the process up 
again. As already quoted from the book 
by Bass and Johns, the original advocates of 
this treatment, they have found a considerable 
number of cases in which the endamebae have 
reappeared after they had been absent for 
various periods of time following the use of 
emetin, in various ways, and again a consider- 
able number of cases where the endamebae have 
not been eradicated for even a short time by 
emetin. They have, therefore, been advising re- 
cently the continuous use of this drug in pa- 
tients suffering with this disease. Reports are 
coming in thick and fast now, both in the med- 
ical and in the dental literature, of the failure of 
emetin in this disease from men who have used 
emetin in a large number of cases, and have 
found it of very little help. Even in the most 
optimistic report on the use of emetin, published 
by Rudolph C. Lineau,** where he claims that 
the inflammatory condition in the mouth sub- 
sided after the injection of emetin, he, too, be- 
lieves that the improvement was due to the 
hemostatic action of the emetin, and not to its 
specific effect upon the endamebae. 

A very good article on the endamebae of the 
mouth was published by Charles F. Craig,” 
who had treated several ‘‘pyorrhea’’ cases with 
emetin ‘‘in the most approved way for several 
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weeks.’’ He has found: whereas the endamebae| ers, as far as I can make out, were mostly men 


generally decreased in number by its adminis- 
tration, they certainly were not eradicated, and 
that a similar decrease in number was true of 
the spirochetes. There is just as much ground 
to consider the spirochetes as the cause of the 
disease because of their presence before, and the 
decrease after the administration of this drug, 
according to him, as there is to consider the en- 
dameba to be the ‘‘specific’’? cause of pyorrhea. 

It is rather surprising to read in an article 
in this connection, by Kolmer and Smith,** that 
they have studied the bactericidal action of 
emetin in vivo on staphylococcus aureus, bacillus 
tetani and bacillus anthracis, all of which or- 
ganisms are not at all related to the disease in 
question (with the rare exception of the staphy- 
lococecus aureus, perhaps). Their findings have, 
in my opinion, no bearing upon the controversy 
and will help very little to establish the effect 
of the emetin upon the bacteria found in the 
pockets of this disease. They certainly have no 
ground under the circumstances to say in con- 
clusion: ‘‘Improvement or cure of this disease 
with subcutaneous injections of emetin is to be 
attributed solely to its amebicidal action,”’ 
though they concede some coincidental bacteri- 
cidal influences on the part of the drug when 
used locally in the pockets. 

I do not mean to minimize the amebicidal 
action of emetin. This has nothing to do with 
its bactericidal effect and hemostatic action, 
which alone are sufficient to account for what- 
ever slight improvement in the gum is noticed 
in this condition under its use. Personally, I 
have had no occasion to use emetin, since the 
autogenous vaccines have given me the desired 
results. However, cases have come to me apply- 
ing for vaccine treatment upon whom the eme- 
tin treatment had already been tried and had 
failed, and I have had, as it happened, five such 
cases in one week recently. I found in these 
eases where, possibly, according to the state- 
ment of the patient, there has been slight dimi- 
nution in the visible pus, some improvement 
in the inflammatory condition and _ bleed- 
ing, yet the loose teeth were still loose, as 
before, and the pockets still contained pus, bac- 
teria, and, in some, quite a few endamebae, as 
shown upon microscopic examination of slides 
made from such pockets. Their applying for 
vaccine treatment is sufficient evidence of the 
failure of emetin in this disease. 


MERCURY SUCCINAMIDE, 


Mercury suecinamide is another drug for 
which considerable claim has been made by B. L. 
Wright,”* in the cure of this disease. Wright 
has gone so far as to claim 100% of ‘‘cures’’ 
with it. The extravagance of such claim in it- 
self is almost sufficient to make one pay little 
attention to it. 

The eases treated by Wright and his co-work- 


who had probably paid little attention to the 
proper hygiene of their teeth and gums; if such 
men receive a thorough cleansing by a dentist, 
tartar deposits being removed, and the cause of 
inflammatory irritation done away with, their 
gums respond in the most miraculous way, as 
we all know. And in what would seem to some 
a hopeless case of alveolar osteomyelitis, no 
other treatment but a good cleansing by a den- 
tist and attention to the general hygiene of the 
mouth, as described, would cause the gums to 
show such striking improvement in a short time 
as to make the unwary believe that he has had 
100% of ‘‘cures.”’ 

It is totally different in cases of private prac- 
tice among the better class of patients, where the 
teeth have always been attended to by dentists, 
and the mouth and gums kept in the most hy- 
gienic way by the patient. In such cases, when 
we get this disease, the mere inoculation of mer- 
eury, I do not believe, will have more than 
a passing effect, if any at all, and the use of 
antiseptics or antiparasitics alone will, I believe, 
be found very much of a disappointment. 

Nothing would have pleased me more than to 
find that such simple means as the injection of 
emetin or the taking of aleresta tablets by mouth, 
or even the less simple and more painful remedy 
of the deep intramuscular inoculation of mer- 
eury, would yield the proper results in this im- 
portant niouth infection, since the experience I 
had with this disease, and because the way in 
which I found results, has been a much longer 
road and a much more difficult one to travel,— 
one that requires painstaking attention to de- 
tails and bacteriological methods of the highest 
order. 


VACCINE TREATMENT. 


This treatment has been such that it has 
proven in my hands to give more satisfactory 
results in this disease than any other treatment 
as yet suggested. It has withstood the hardest 
test—time. The good results I have ob- 
tained with it have not been a question of a few 
weeks or a few months’ experience, but it has 
been a matter of over nine years’ work. ; 

Method of Procedure. In my own practice, 
cases with alveolar osteomyelitis, who apply for 
treatment, are given a thorough physical examl- 
nation. The history is carefully taken, and par- 
ticular attention paid to any special cause or 
causes that have been noticed by the patient to 
have given rise to a sudden exacerbation of the 
gum trouble at any time. A careful urime 
analysis is made, examination of feces, both 
chemical and bacteriological, is done. Blood 1s 
examined microscopically. Wassermann test for 
syphilis is done in all cases that are at all sus- 
pected of the disease. Cultures from the gums, 


pockets, nose and throat are obtained, and a 
thorough bacteriological examination made. Au- 
togenous vaccines are prepared from such 
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sources that appear at all suspicious of causing 
infection. (For technic of cultures see note.*) 
The details of the laboratory findings, both 
chemical and bacteriological, can be found by 
anyone interested, in my paper already men- 
tioned.? 

The following table (Table A) is the sum- 
mary of the bacteriological findings in the 115 
cases reported. 

TABLE A, 
Pneumo.* (strepto. lanceolatus pneumoniae) 26 times. 


Pueumo., staphylo. and * 
Pneumo. and M. catarrhalis.............. 
Staphylo. and M. 


The chemical examination of the feces re- 
veals the presence of an excessive amount of un- 
digested meat or starch, and by means of 
Schmidt’s fermentation test it is possible to de- 
tect whether the particular intestinal fermenta- 
tion, of which the patients complain, is that of 
the carbohydrate fermentation or meat putre- 
faction. This chemical examination was foutid 
of the utmost value in deciding upon the proper 
diet for the individual case. The urine analysis 
would, of course, give a clue as to whether the 
patient is suffering from any kidney disease or 
diabetes. 

The discovery of such disturbances of systemic 
conditions is, I believe, of the utmost import- 
ance for the successful treatment of the dis, 
ease in question. 

Vaccine Treatment. This treatment is in re- 
ality an artificial active immunization of the 
individual against such bacteria as are used in 
the form of vaccines; so that when we obtain 
bacteria from the alveolar pockets that are 
causing the infection, and make an autogenous 
vaccine in each individual case, the patient re- 
celving such autogenous vaccine is in reality be- 
ing immunized against the particular bacteria 
which are causing the infections of the gum and 
the alveolar process. This is the only direct 
way, we know of, to raise the resistance of the 
individual against such bacterial infection. 
The vaccine is not a serum or a lymph obtained 
from an animal, and it is not in any way an 


* Technic: Cultures from the were obtained in the follow- 
ing manner, The lips or bu parts were kept away from 
affected tooth by means of a sterile tongue-depressor by the patient 
or assistant. The gums around the affected tooth were carefully 
wiped off with sterile cotton. The pus was then 
means of a sterile swab. This pus in turn was collected with a 
fresh swab and labeled No. 1. Further pressure would cause a 
secon! and third drop to ooze out which were collected on a second 
and third swab respectively. The first drop of pus was smeared 
Upon cover slips for the direct microscopic examination while the 
second and third drops of pus were used for cultural purposes. In 
tases where there was no visible pus present ( incipient and some 
moderately-advanced cases) the gums showing the most sponginess, 
inflammation or recession were used. A _ sterile, heavy platinum 
wire ‘was used to obtain material for cultural purposes, alongside 
: rane, from the “pocket,” if any were present. Several culture 
tubes _were inoculated at the same time and results compared. All 
meres were made in each individual case to obtain cultures from 

© pus or affected places, as free from contaminating material or 


contaminating organisms as is possible under the strictest bacterio- 
logical methods, 


Pneumo., in t 
ue he above table, refers to the streptopneumococcus 


animal product. It is in reality a suspension of 
killed bacteria, suspended in sterile salt solution 
containing a quarter of one per cent. of phenol. 

Autogenous versus Stock Vaccines. The au- 
togenous vaccine is, of course, a suspension of 
the killed bacteria obtained from the individual 
patient who is to be treated, while the ‘‘stock’’ 
vaccine is a mixture of organisms obtained 
from others than the individual patient, so that 
in treating patients with ‘‘stock’’ vaceines, the 
production of antibodies being specific, the re- 
sults would, of course, be indifferent, since the 
bacteria of which ‘‘stock’’ vaccines are made up, 
although they may resemble microscopically and 
culturally those obtained from the individual 
patient, still may have, and usually do have, 
different individual biologie characteristics. 
Practically all the cases I have personally had 
under observation have been treated with au- 
togenous vaccines, at times in combination with 
the corresponding stock vaccines; the latter, in 
order to raise the resistance of the patient to in- 
fections which he might pick up, even after his 
resistance to his own individual bacteria has 
been raised. 

Administration of Vaccine. The vaccine is 
administered in the upper arm, and if a fine 
needle is used (gauge 26) there is very little 
feeling of pain attached to the inoculation. If 
the proper amount of vaccine is used, there is 
very little after-effect from it. The most that 
can happen is slight redness and slight soreness 
around the focus of injection, lasting for 12 to 
24 hours. No general reaction ever occurs if the 
proper dose is given. 

The actual results obtained in the 115 cases I 
have reported in 1912, treated with vaccines, are 
shown in Table B. 


TABLE B. 
Stage. No. of Cases. Percentage. 
gi 
Incipient .... 13 1 _ 92 8 —_ 
Mod. advanced 15 1 _ 93 7 — 
.Far advanced 37 40 4 43 47 5 


The results in the 82 cases I have had since 
have practically been the same, though I have 
had no opportunity as yet to tabulate them. 


GENERAL SUMMARY. 


In summarizing briefly the subject under dis- 
cussion, I would say that the alveolar process, 
so called, surrounding the root of the tooth, is 
simply the thinned-out edges of the maxillary 
bone, while the socket is nothing more than an 
enlarged medullary space of the maxilla. The 
‘*neridental membrane,’’ so called, is in reality 
made up of bundles of ligament fibers, running 
from the bony processes of the maxilla, and 
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inserted into the root of the tooth, They are 
arranged in a circular form, making a circular 
ligament, but it is a ligament, and not a ‘*mem- 
brane’? nor a ‘‘periosteum.’’ (Any one could 
satisfy himself to that effect when he thinks how 
the acrobat can develop the strength of his 
teeth so that he can hold an anvil with them, 
with somebody hammering on it.) In between 
these bundles of ligament fibers we have spaces 
which connect with the medullary spaces of the 
maxillary bones, and are filled with loose medul- 
lary cells, that hold the nerves and blood ves- 
sels of the part. 

The disease begins with a local irritation at 
the gum margin, causing a lowering of the 
resistance of the tissues locally, thus allowing the 
bacteria to implant themselves, reproduce and 
cause infection. If the irritation is not at once 
removed, it is obvious that such infection, 
though mild in the beginning, would spread far- 
ther down towards the bone itself, causing con- 
gestion and sponginess of the gum, and finally 
attacking and dissolving the alveolar process it- 
self, forming fistulous sinuses or pockets, and 
if allowed to go on it finally destroys the whole of 
the bony socket and the tooth is loosened up. 
So much for the progress of the disease and its 
formation. 

Now, with reference to the endamebae and 
their relation to alveolar osteomyelitis, there 
seems to be very little evidence at the present 
time for the recent claims made, that the enda- 
meba bueealis is the ‘‘specific’’ cause of this dis- 
ease. Even if it had any pathogenic properties, 
which is very much doubted by very good au- 
thorities on this subject, there is no real ground 
to attribute to it the ‘‘specific’’ cause of this 
disease, 

Whatever improvement has been noticed by 
the use of emetin in this disease could easily be 
explained by the increased attention given the 
patient by the dentist, by the hemostatic effect 
and the bactericidal or aritiseptic action of the 
emetin. In those cases where the pockets have 
been actually washed out with the emetin solu- 
tion, the improvement, I believe, is due under 
those circumstances to the local washing out of 
the pockets by improving their drainage, and to 
whatever antiseptic value the emetin has, if not 
wholly to that, rather than to its amebicidal 
action ; so that in the ameba we have neither the 
specific cause of the disease, nor in the emetin its 
‘‘cure.”’ 

As to the deep injections of mereury in this 
disease, I feel that where improvement did fol- 
low its administration, it was due to the fact 
that some of the patients were probably pri- 
marily suffering from syphilis, while the vast ma- 
jority of the cases treated by the men who claim 
that they can obtain 100% of ‘‘cures’’ with it, 
has been probably in patients with very neg- 
lected mouths, where the gums have been aching 
for attention rather than for mercury. The 
pain produced by the deep intramuscular in- 


oculations of mercury should always be kept in 
mind, even when treating syphilitic patients, 
and for that reason the internal use of the va- 
rious iodids of mercury, or mercury with chalk 
alongside of the salvarsan treatment, is to be 
preferred. Finally, the deep intramuscular in- 
jection of mercury will, I believe, be found of 
no more value in the treatment of this disease 
than its use in pulmonary tuberculosis, for 
which as much has been claimed by the same ad- 
vocate of the mercury treatment. In the latter 
disease, as far as | know, mereury succinamide 
has been faithfully tried, and failed, in the 
hands of various men throughout the country. 

Relation of Bacteria to This Disease. The 
bacterial relation in this disease has been dem- 
onstrated by means of the bacteriological find- 
ings of smears and cultures, by the secondary 
systemic infections and by the response of the 
disease to the autogenous vaccine, and, finally, 
by actual animal inoculation and the artificial 
production of inflammatory changes in the 
gums of dogs. Although the inflammatory 
changes produced in the gums of dogs used were 
not lasting (possibly due to the good general 
condition of the dogs I have used for the ex- 
periments, and the lack of local mechanical irri- 
tation), still it was sufficient to show that the 
organisms (strepto-pneumococcus) isolated from 
the alveolar disease do cause inflammatory 
changes if artificially inoculated into the gums 
of animals. It is true that there may be a 
difference of opinion as to the nomenclature of 
this organism, some calling it streptococcus 
viridans, others, pneumococcus or strepto- 
pneumococcus. The organism, however, remains 
the same by whatever name it is called. Person- 
ally, owing to its close relationship to the pneu- 
mococcus, I considered it strepto-pneumococeus. 
However, even with the bacterial relation of 
such organism to this disease being established, 
it is far from my mind to consider it as the 
‘‘specific’’ primary cause of alveolar osteomye- 
litis. This disease really has local mechanical 
irritation, local bacteria, systemic general low- 
ered resistance and systemic diseases as causes; 
and if one is to hope at all for any eure in this 
disease, one must attack them all. 

I can do no better in concluding than to re- 
peat the ‘‘conclusions’’ I have arrived at in 
1912* on this subject, and any one who can read, 
and think while reading these conclusions, will 
find practically everything that can be said on 
the subject, in a few words. 


** CONCLUSIONS, ”’ 


1. ‘‘Pyorrhea alveolaris,’’ so called, is in re- 
ality a chronic alveolar osteomyelitis, It should 
be known and treated as such. 

2. The sockets are enlarged medullary spaces 
of the maxillary bones while the so-called ‘‘peri- 
dental membrane’’ is in reality a_ ligament 
which keeps the tooth suspended in the alveolar 
cavity. 
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» The mechanical causes are responsible for 
starting the disease, while the pyogenic bacteria 
(pneumococeus, staphylococcus, and M. catar- 
rhalis) are responsible for keeping it up. 

4. Chronie alveolar osteomyelitis is a specific 
disease, though not in the sense that it is always 
due to one and the same organism; it is due to 
a variety of organisms, already enumerated. 

D. Systemic diseases play only a secondary 
part in starting the disease, but may be caused 
by it, and in turn become responsible for keep- 
ing up che loeal condition. 

6. A great many rheumatic diseases, so 
called, also a great many gastro-intestinal affee- 
tions are, in my opinion, directly related to 
chronie alveolar osteomyelitis—‘ Riggs’ dis- 
ease.’ 

7. The vaecine treatment of this disease, to- 
together with the proper attention to diet, cures 
or relieves the systemic diseases, especially the 
rheumatic affections, 

8. Vaccine treatment (immuno-therapy), to- 
gether with loeal mechanical treatment (and the 
proper attention to the general systemic condi- 
tion of the patient) yields by far the best re- 
sults in this intractable disease—chronic qlveo- 
lar osteomyelitis. 


_ 
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THE USE OF EMETIN.* 


By ALFRED REED, M.D., SAN FRANCISCO. 


Clinical Instructor in Medicine, Stanford University 
School of Medicine, San lrancisco. 


EMETIN can be estimated today as one of the 
major drugs, particularly in medical practice in 
hot climates. A _ better understanding of its 
activity, as well as of its limitations, together 
with recent extensions of its field of usefulness, 
makes it an important drug also for medical 
practice in temperate climates. The tremen- 
dous destructiveness and menace of amebie dys- 
entery has been removed by its introduction, 
and it has been employed in pyorrhea with at 
least helpful results. It has also been used in 
certain non-amebie conditions, where its results 
are open for interpretation. 

The literature on emetin is so extensive and 
there are so many conflicting opinions regard- 
ing it, that it is not feasible at this time to enter 
into a detailed discussion. It is the intention of 
this paper rather to present in more or less di- 
dactic form the salient features of the history, 
pharmacology, toxicology and use of emetin, all 
of which must necessarily be brief, and rather 
an outline than a connected thesis. It is hoped, 
too, that such an outline will arouse practical 
discussion of the points presented, especially in 
their clinical bearing. 


HISTORY. 


According to an editorial writer in the Brit- 
ish Medical Journal (Nov. 13, 1915), ipecae was 
introduced into Europe from Brazil, where it 
had been used for an indefinite period, in 1648, 
by G. Piso, who was a companion of the Duke 
of Nassau in his explorations in Brazil and the 
West Indies. No further notice, apparently, was 
taken of the drug until the exploitation of a 
seeret remedy for dysentery by J. A. Helvetius, 
in Paris, in 1686, This physician successfully 
treated the Dauphin, the son of Louis XIV, and 
the preparation was then used at the Hotel 
Dieu, and finally the formula was bought by 
the French government and made public two 
years later. The treatment again lapsed into 
desuetude until early in the nineteenth century, 
when English physicians, especially in the 
army, took up the use of large doses of ipecac 
in dysentery. The matter was particularly for- 
warded by officers of the Indian Medical Serv- 
ice. 

A mixture of ipecae alkaloids was isolated in 
1817 by Pelletier and by him named emetin, 
the name later being retained for a single alka- 
loid. Later on, Walsh in India reported excellent 
results in acute dysentery with doses of one 
grain daily of emetin. In 1912, Vedder demon- 
strated the amebicidal action of emetin and 
suggested the possibility of a specific treatment 


* Read before San Francisco County Medical Society, May 2, 
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for human amebiasis. Leonard Rogers in Cal- 
cutta thereupon administered emetin hypoder- 
mically in amebie dysentery and achieved re- 
markable results which have since been abund- 
antly confirmed. 

The history of emetin thus originates in the 
history of ipecae root. Then came the isolation 
of an alkaloidal mixture from the root and 
more recently the various ipecae alkaloids have 
been isolated and studied individually. How- 
ever, not until within a comparatively few 
months has pure emetin been prepared. Prac- 
tically all of the emetin used and even now 
available is impure and has been shown to have 
a dangerous variation in activity and toxicity. 
In spite of peculiar technical difficulties, refined 
methods of analysis have now produced a pure 
emetin which so far has not been thoroughly 
studied in either the clinie or the laboratory. 


PHARMACOLOGY, 


Hesse has devised a method of isolation which 
gives pure emetin. Just as Paul and Cownley 
in 1893 had shown that the earlier emetin was 
a mixture of emetin—as we now understand it— 
and cephaelin, so Hesse has again shown the 
emetin of ordinary use to contain an admixture 
of a cephaelin-like body. He considers that 
ipecac, both cultivated and wild, contains five 
alkaloids (Liebig’s Annalen der Chemie, 1914, 
405, 1), the most important of which are emetin 
and cephaelin. 

Emetin C,, H,, N, O, 
Psychotrin—C,, H,, N, O, + 2H gives Cephae- 

lin C,, H,, N. O, 

Ipecamin—C,, H,, N, O, + 2H gives Hydro- 

ipecamin C,, H,, N, O, 

Ilesse goes on to say that emetin has no emetic 
properties and that only contamination with 
other alkaloids makes it emetic. Cephaelin is 
the type of the two pairs of alkaloids noted, 
and with emetin is the most important principle 
in ipecac. He finds that emetin hydrobromide 
is considerably easier to purify than the hydro- 
chloride. Especially is emetin hydrochloride 
hard to separate from ipecamin hydrochloride. 
He, therefore, recommends emetin hydrobrom- 
ide as the preparation of choice. Against its 
clinical use, however, is its difficult solubility. 
Ile lays the chief danger in emetin to contam- 
ination with the strongly toxie cephaelin. 

Carr and Pyman (Journal of the Chemical 
Nociety, 1914, 1591) arrive at a slightly differ- 
ent formula for emetin, making it C,, H,, N, O,. 
They state that psychotrin plus 2H gives 
cephaelin and cephaelin plus CH, gives emetin. 
Kmetin can be prepared from cephaelin by 
methylation and this process gives a substance 
identical with native emetin. Emetin is a levo- 
rotatory base which yields dextro-rotatory salts. 
It can be prepared as a colorless white amorphous 
powder, or as a clear varnish. It has the gen- 
eral solubilities and properties of alkaloids, be- 
ing soluble in aleohol, ether and chloroform, 


and but sparingly soluble in water. Emetin 
hydrochloride, which is the salt chiefly used be- 
cause of its solubility in water, crystallizes jn 
colorless woolly needles or in thicker transpar- 
ent prisms. It has no sharp melting-point. It 
is slowly soluble in cold water, forming a sat- 
urated solution of about 13% at 18 degrees Cen- 
tigrade. It is the most soluble of all the emetin 
salts. 

There is practically no literature so far ayail- 
able on the action of emetin as obtained in pure 
form by the Hesse method. All data are on 
the purest emetin to be had at the time com- 
mercially. This, however, has been proved by 
Levy and Rowntree (Archives of Internal Med- 
icine, March 15, 1916) to vary in toxicity and 
action within comparatively wide limits aecord- 
ing to the methods of manufacture of the vari- 
ous purveying firms. This is a matter of the 
utmost importance, and attention is urgently re- 
quired to control the standardization of emetin 
preparations on the market. The data here 
presented, being the result of work on the older 
emetin which is now that in ordinary use, may 
be more or less modified by future experimen- 
tation with pure emetin. But thus far only the 
ordinary commercial preparations have been 
available. 

The local action of emetin consists of a pro- 
found irritation of all contiguous tissues, which 
is at first inflammatory and later goes on to 
ulceration and necrosis. Inhalation of the pow- 
der of ipecae causes marked respiratory dis- 
tress, which takes the form of the so-called 
‘‘emetin asthma,’’ with oppression in the chest 
and difficult breathing, from the local irrita- 
tion. Irritative symptoms are likewise pro- 
duced in the eyes and upper respiratory pas- 
sages. If applied to the skin in an ointment, 
emetin causes irritation tending to pustulation. 
Subeutaneously also it produces a marked irri- 
tation, with pain, swelling, stiffness of the part, 
ulceration and sometimes necrosis. 

Emetin has been shown to have a depressant 
action on the heart and cireulation. A single 
moderate or large dose shows no effeet, but re- 
peated small hypodermic doses produce a seri- 
ous fall of blood pressure in animals, with a 
small fast pulse. This is a symptom of poison- 
ing and may not be elicited in the therapeutic 
use of the drug. Various observers at times 
have noted a peculiar cardiac irregularity 
which Levy and Rowntree have shown to be due 
to a coarse ventricular fibrillation, The fibril- 
lation is first generalized. Then the auricle 
ceases to beat, becomes engorged and _ dilates. 
The heart ordinarily stops in diastole and this 
stoppage is synchronous with respiratory fail- 
ure. This cardiae effect in animals was unal- 
fected by cutting the vagi. In some cases the 
normal rhythm is resumed after a temporary 
period of fibrillation. Cephaelin has a more 
profound influence on the blood pressure than 
has emetin, but the latter is more toxie to the 
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heart itself. Death in emetin poisoning comes 
from cardiae failure. 

On the gastro-intestinal tract emetin seems 
to act as a general irritant, producing vomiting 
and diarrhea when the dose is sufficient. An- 
orexia, gastric distress and headache occur. 
Hesse claims that pure emetin has no emetic 
action and that the alkaloid is therefore mis- 
named, its emetic properties being due to an 
admixture of cephaelin. But the consensus of 
opinion is to the effect that emetin does act as 
an emetic. Wild found the emetie action of 
cephaelin to be double that of emetin. Emesis 
seems to be invoked only when the alkaloid is 
administered by mouth, except possibly when 
toxic amounts are injected. The writer has 
seen several cases where emetin was administer- 
ed in keratin coated pills and produced violent 
diarrh« ., colic and tenesmus. The ordinary 
preparations certainly have a marked emetic 
action when given by mouth. It has not been 
definitely determined whether there is an inter- 
relation between the emetic action and the ef- 
fect on the cireulation, particularly on the 
hlood pressure. Emetin has an action on the 
respiratory tract which is most likely second- 
ary to a mild degree of nausea. 

An important addition to the knowledge of 
emetin action is recorded by Levy and Rown- 
tree who report the observation of Professor 
Howell to the effect that the blood of emetin- 
poisoned animals clots with unusual slowness 
and that the clot is non-retractile in character, 
soft and of a jelly-like consistency, ‘‘showing no 
visible structure whatever under the ultrami- 
croscope, whereas the normal clot shows a mass 
of interlacing needles or spicules.’’ No charac- 
teristic or pronounced change is produced in 
renal function until the terminal stage of poi- 
soning, 

The action of emetin as an amebicide was 
first demonstrated by Vedder and is the basis 
of its employment in amebie infections. It de- 
Stroys the vegetating amebae but seems not to 
affect cysts. So that practically the symptoms 
of the action of the drug are in reality by- 
products which are not necessary or even de- 
sirable in its therapeutie administration, The 
few exceptions to this will be taken up under 
the uses of the drugs. In considering the phar- 
macology of emetin even thus briefly, mention 
should be made of the use of chaparro amar- 
gosa, a Mexican plant, which has an action sim- 
ilar to ipecae and may contain similar prin- 
ciples, 

TOXICOLOGY, 


The symptoms of emetin poisoning are com- 
pre ended in the statement of the physiological 
action, as the therapeutic effect is only or 
rather is chiefly amebicidal. The ordinary 
‘Symptoms of poisoning consist of gastro-intes- 
tinal irritation, low blood pressure with fast 
weak heart, general depression of the central 
hervous system and often a condition scarcely 


to be distinguished from acute beriberi. The 
gastro-intestinal irritation is apt to appear 
quicker and to be more violent if emetin has 
been administered by mouth. It has been 
claimed that emetin stimulates the vomiting 
centre in the medulla, but the observation is not 
well substantiated, and the extreme infrequency 
of vomiting when emetin is administered hypo- 
dermically argues against it. However, Allen 
reports (A, M. A., 1913, 664) a case of emetin 
poisoning following hypodermic injection of 
four grains of emetin where there was nausea 
and some vomiting. Diarrhea with blood, mu- 
cus and much pain and tenesmus may oceur 
after the use of emetin hypodermically, and the 
mechanism of its production is not clear. The 
manner of excretion of emetin has not been de- 
termined. If it is exereted through the large 
intestine this might account for the action. But 


no trace of ipecae alkaloids could be recovered 


by Lowin from gastric or intestinal contents 
or from the urine. (Arch. Internat. de phar- 
macol, et de Therap., 1902, xi, 9.) Lyons more- 
over was not able to show any amebicidal action 
of the sterilized stool filtrates from individuals 
who were taking ipecae by mouth. (New Or- 
leans M. and S. Jour., 1912, 884.) 

It is hard to dissociate the circulatory effects 
of emetin from its poisonous action on the gas- 
tro-intestinal tract. The difficulty of reeogniz- 
ing these poisonous symptoms is greatest in the 
condition where above all others the use of eme- 
tin is important,—amebie dysentery. Here not 
infrequently the diarrhea from emetin is con- 
fused with the amebie diarrhea, and the drug 
is continued or increased to a dangerous de- 
gree. The same errors may arise in the attempt 
to treat non-amebie dysenteries with emetin. 
Here the diarrhea not yielding and later being 
increased by the emetin, a poisonous effect may 
unwittingly be secured. 

In the use of emetin in China I have seen a 
few cases of mild poisoning. One group has 
been noted. Another variety exhibits itself in 
an exaggerated local reaction to the hypodermic 
injection of emetin with extreme pain, swelling, 
erythema locally, and stiffness lasting for sev- 
eral days. The preparations used were uniform 
with those used in other cases where no such 
symptoms developed. Such cases suggest the 
probability of an idiosynerasy to emetin, and 
this must always be held as a possibility in con- 
stitutional symptoms of poisoning. ‘This view 
is further supported by the observation in Soll- 
man’s Textbook of Pharmacology (p. 309) 
that certain individuals are so sensitive to ipe- 
cac, that a jar opened at a distance of several 
feet will produce violent sneezing and discom- 
fort. Low (B. M. J., Nov. 13, 1915, p. 715) has 
noted the same thing as of not infrequent oc- 
currence, and in consequence he prefers intra- 
muscular to hypodermic injection, believing that 
thus the local reaction is lessened. Whether or 
not this idiosynerasy partakes of the nature of 
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a specific body sensitization, it is impossible as 
yet to say. | 

It has been noted by many observers that 
emetin poisoning gave a clinical picture indis- 
tinguishable from acute beriberi. Various 
physicians in China have seen this occurrence. 
Levy and Rowntree have collected 20 reported 
eases of emetin poisoning, including two of 
their own, in twelve of which peripheral neu- 
ritis of varying degree was a prominent symp- 
tom. Periphera! neuritis is not an infrequent 
complication of bacillary dysentery, and is also 
seen in no small percentage of cases of amebia- 
sis. The possibility, therefore, must not be 
overlooked that a beriberi or pseudo-beriberic 
condition may arise in dysentery and be ered- 
ited to emetin. The fact must be borne in mind, 
however, that beriberi is common in China and 
in many other districts where dysentery flour- 
ishes, and that an acute dysentery may conceiv- 
ably determine the onset of an acute beriberi 
in an individual already the subject of a vita- 
mine deficiency, and also that emetin itself may 
be the provocative agent. The subject of the 
nature and mode of action of the exciting fae- 
tors in acute beriberi have by no means re- 
ceived the attention they deserve. J. Preston 
Maxwell, in Fukien Province, South China 
(C. M. J., July, 1915, p. 283) records his ob- 
servation that a neuritis very similar to beri- 
beri may follow dysentery. He reports such 
a case in a student of his own, who was cured 
by emetin of an amebie dysentery accompanied 
by neuritis. Later he had a second dysenteric 
attack and received exactly the same emetin 
treatment, plus a diet of unpounded rice. No 
neuritis developed. However, on the evidence 
at hand, muscular weakness, peripheral neuritis 
and depression of the central nervous system 
must be put down as possible accompaniments 
of emetin poisoning, especially in beriberie lo- 
ealities, even though the diagnosis of beriberi 
should be considered conjointly, inasmuch as 
the emetin may have been an exciting cause for 
the development of the neuritis. 

In one of Levy and Rowntree’s patients, who 
died, there was marked evidence of renal in- 
sufficiency, with nitrogen retention, acidosis 
and low phthalein exeretion. But this may 
have been only partly excited by the emetin. 
Autopsy findings showed a_ luetic aortitis, 
chronie aortic endocarditis, dilatation of the 
heart, chronic passive congestion of the viscera, 
arteriosclerosis, chronic colitis, healed tubereu- 
lous lesions of the lungs, and bronchopneu- 
monia, Manifestly these could not all be 
charged to emetin, yet the implication is clear 
regarding the possible danger of using emetin 
in such conditions, 

The symptoms obtained by Levy and Rown- 
tree in animals correspond to the clinical pie- 
ture in human beings. Extreme muscular 
weakness, lethargy, vomiting, intense diarrhea, 
and the characteristic circulatory changes were 


sonal experience. 


observed. The characteristic lesion in dogs was 
the marked gastro-intestinal inflammation. 

These same authors make a contribution of 
particular importance in their demonstration 
of considerable variation of toxicity in the 
commercial emetin supplied by the following 
firms: Burroughs-Wellcome and Company (am- 
poules), Eli Lilly and Company (ampoules), 
Merck (crystals), Parke, Davis and Company 
(ampoules), Sharpe and Dohme (hypodermie 
tablets). The clinician then must regard eme- 
tin with respect, particularly when he recalls 
such opinions as that of Lyons (Amer. Jour. 
Med. Sci., 1915, p. 97): ‘‘Too large doses or 
too prolonged use of moderate doses may cause 
a diarrhea or be responsible for its persistence. 
There is increasing evidence that large doses of 
emetin are not without ill effect.’’ Vedder, too, 
says (A. M. A., 1914, p. 501), ‘‘L wish to point 
out the possible danger in not using due ecan- 
tion in the use of this very potent remedy.’’ 
To repeat, then, the emetin so far available for 
clinical use is not a pure alkaloid, and as sup- 
plied commercially it has a dangerous varia- 
tion in toxicity. With this it needs re-emphasis 
that emetin has dangerous potentialities, and 
that the utmost caution is necessary in its ¢lin- 
ical use. 

It is evident that the question of dosage is of 
supreme import, and here there is considerable 
diversity of opinion, which is not to be won- 
dered at in the light of the data already pre- 
sented regarding the variations in commercial 
emetin. Rather than discuss the voluminous lit- 
erature in any detail, it may be better briefly to 
summarize an opinion based on the writings of 
eminent authorities combined with some _per- 
Ordinarily the dose of 
emetin for an average adult should not exceed 
one grain in one daily hypodermic injection. 
After a course lasting from six to eight days, 
an interval of one week should elapse, and then 
two thirds. thepeevious number of injections in 
the same dosage should be administered. Chil- 
dren show a relative tolerance for the drug, and 
so far no cumulative effect has, to my knowl- 
edge, been reported. For oral infections Bass 
and Johns recommend 14 grain daily for from 
three to six days. The duration and intensity 
of treatment are to be gauged according to the 
results of frequently repeated stool examina- 
tions. If marked benefit is not obtained with 
the course as outlined, it is probable that the 
diagnosis is incorrect or that the amebiasis is a 
complication. There is a certain danger mm 
using too small doses in that the amebae may 
become more or less immunized and depressed 
without being destroyed, and thus become en- 
eysted and the condition unimproved. In ful- 
minating cases it is possible that intravenous 
injection might be required, in which case 1% 
grain in a large diluent of saline should be the 
standard dose. 
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USES. 

Amebic Dysentery. The predominant use of 
emetin is in the treatment of amebic dysentery, 
and the history of the empirical use of ipecac, 
combined with the demonstration of the spe- 
cifie amebicidal action of emetin, places its use 
here on solid footing. In using emetin in dys- 
entery it is important to recall that if there 
is to be benefit, it will usually appear early, 
ordinarily by the third or fourth day. Emetin 
seems specific in direct proportion to the acute- 
ness of the attack. There is considerable va- 
riety in the methods of treatment of dysentery, 
and the subject is one of much importance, but 
we are concerned here only with the use of 
emetin. It may be said, however, that emetin 
must be supported by symptomatic treatment, 
as represented in correct diet, catharsis, rest, 
ete. Chronie dysentery and ameba carriers, as 
a rule, are uninfluenced by emetin directly, al- 
though even here there are certain favorable 
reports. 

Low (Jour. Trop. Med. and Hyg., Feb. 1, 
1916) has reeently published two cases of 
chronic ameba carriers which were treated with 
emetin under careful observation. Both showed 
the presence of numerous cysts of entameba 
histolytica. These were gradually decreased in 
number by persistent treatment, although at 
first no change was seen. Finally even the 
cysts disappeared, whether or not permanently, 
the author cannot yet say. Low compares 
the action of emetin on the amebie cysts to that 
of quinine on subtertian erescents. Both are 
resistant to the drug. Continued administra- 
tion, however, destroys the successive crops of 
vegetative forms in each ease, and thus grad- 
ually decreases the number of eysts and cres- 
cents respectively, and eventually eliminates 
the infection. 

Tropical Abscess. Amebie abscess of the 
liver may arise with no history of dysentery, in 
cases Where the liver is predisposed, as by 
chronic congestion, fatty degeneration, or alco- 
hol. In any ease, emetin has a very definite 
use in the pre-suppurative stage, especially 
When this follows directly on an acute dysen- 
tery. After actual abscess formation, the con- 
dition becomes surgical although even then 
emetin may be a valuable adjuvant, particu- 
larly if the abscess has ruptured and spread 
amebae through the contiguous tissues. Usually 
the diagnosis of full-blown abscess indicates 
drainage, although improvement and even cure 
have been reported subsequent to aspiration 
and the relief of the local congestion by the 
acupuncture, 
Pyorrhea., 


The work of Bass and Johns 


(V. O. Med. and Surg. Jour., November, 1914) 
on amebie pyorrhea, which appeared in 1914, is 
too well known to need repetition. In spite of 
the difficulty or inability in fulfilling Koch’s 
rejuirements of specificity, it has been abun- 
dantly substantiated that amebae are intimately 


related to pyorrhea. Here, too, it is beyond 
our province to discuss the treatment of pyor- 
rhea, except in so far as emetin is to be em- 
ployed. Whether emetin alone will eure pyor- 
rhea is an open question. It will, without 
doubt, cure the amebie infection, and to this 
end its use hypodermically and locally is indi- 
cated. But it cannot be said that emetin is a 
specific for pyorrhea, that emetin alone will 
cure it, or that pyorrhea cannot be cured with- 
out the use of emetin, These remarks are ap- 
plicable also to certain bony and oral ab- 
scesses and infections other than pyorrhea. 
Passing mention should be made of amebie ton- 
sillar infections which may be related to hyper- 
thyroidism. Given the pathogenic ameba, eme- 
tin is the specifie remedy for the ameba, pro- 
vided the infective agent is not walled off in an 
abscess. 

Expectorant. Ipecac enjoys a well-deserved 
reputation as an expectorant, where by virtue 
of the milder symptoms of nausea, which it 
excites, it causes a flow of bronchial secretion, 
coats over irritated, dry, inflamed membranes, 
and has a definite beneficial effect. In so far as 
emetin excites mild nausea, it shares in this 
action. Wild called attention to this use of 
emetin in bronchitis and catarrhal affections of 
the respiratory tract in 1895 (Phar. Jour., L., 
p. 435, 1895). Evidently the old emetin, with 
its contamination of cephaelin or ipecamin, 
would serve better for this purpose than the 
purified alkaloid. Also, in the light of our in- 
creased knowledge of the pharmacology of the 
ipecae alkaloids, the older galenical prepara- 
tions would seem to have certain definite advan- 
tages over emetin itself for this purpose. 

Hemorrhage. Emetin has been lauded as 
almost a specific ‘for hemorrhage in certain 
chronic diseases, especially for hemoptysis in 
pulmonary tuberculosis, Some have advocated 
it as a remedy for hemorrhage in typhoid, dia- 
betes, and other conditions. There is no ex- 
perimental evidence that emetin has the slight- 
est influence on hemorrhage directly, or that 
under any circumstances it promotes coagula- 
tion. The observation of Howell has been 
quoted, that emetin in animals causes a soft, 
jelly-like clot, with no fibrous structure, and 
that the coagulation time is notably prolonged. 
These definite data are pitted against no small 
number of purely clinical observations, with no 
scientific controls, and even with no careful ap- 
praisal of concomitant treatment, or of the pos- 
sibility of the very frequent improvement 
which occurs spontaneously in hemorrhage in 
spite of or without any form of treatment. 

It is to be remembered that emetin lowers the 
blood pressure and weakens the heart. This, 
together with the depression of the central ner- 
vous system which is produced, might well re- 
sult in an indirect alleviation of hemorrhage, 
but this is not the claim of those who see in 
emetin a specific and direct remedy for hem- 
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orrhage. Kunkel (quoted in A. M. A., Nov. 13, 
1915, p. 1730) recalls an earlier belief that 
emetin caused anemia of the lungs and there- 
fore tended to relieve hemoptysis and to have 
a beneficial effect on pulmonary tuberculosis. 
Hle traces this belief to the observation that the 
pulmonary vessels of animals killed by emetin 
were empty, a condition really attributable to 
splanchnie dilatation and drainage of the blood 
from the lungs. This explanation of the effect 
of emetin on hemoptysis thus ealls in the low- 
ered blood pressure of emetin, but goes on to 
claim pulmonary anemia as beneficial, when the 
opposite is now recognized, as, for instance, the 
rare association of pulmonary tuberculosis with 
a leaking left heart. 

The idea of emetin as a remedy for hemo- 
ptysis originated apparently in France. Flan- 
din and Joltrain, for example, made a report in 
the Presse Médicale, in April, 1913, regarding 
the value of emetin in tuberculosis. Raeburn, 
in the British Medical Journal in the following 
year (p. 703), followed with an enthusiastic re- 
port which speaks for itself. He divides his 
cases for emetin treatment into three groups: 
1. Bronchitis, where no tuberculosis could be 
demonstrated. If the heart was in good condi- 
tion, these cases usually showed improvement, 
which generally continued after the emetin 
was stopped. This is surely far from conclu- 
sive, as the natural rejoinder is that if ipeeac 
had been used in the place of emetin, improve- 
ment might well have been still faster. 2. Cases 
of clinical tuberculosis with no tubercle bacilli 
in the sputum. Raeburn here admits that im- 
provement might have been charged to diet and 
hygiene, but thinks there was a really beneficial 
action in the congestive stage. 3. Cases with 
tubercle bacilli in the sputum. Here his results 
were much less regular, and he draws no con- 
clusion of specific improvement. One may con- 
clude justly that the emetin showed its only 
beneficial effect in the cases of bronchitis and 
in tuberculosis where the bronchitic symptoms 
were prominent, and that it was the expecto- 
rant action of emetin which aided, and not any 
direct influence on the tuberculous disease. In 
some twelve cases of hemoptysis in which eme- 
tin was administered, all in advanced pulmon- 
ary tuberculosis, I have failed to see any fa- 
orable effect which could not be -explained by 
other factors more plausibly than by the emetin. 

To summarize, then, in so far as emetin has a 
beneficial action in tuberculosis, it would seem 
to be due to its expectorant properties, and if 
so, other preparations are preferable. In so far 
as emetin has a beneficial action in hemorrhage, 
it would seem to be due to the indirect result of 
decreasing blood pressure, and if so, other 
drugs would be more effective, in that they 
would produce a similar result more safely and 
without the specific action of emetin on coagu- 
lation. 


Constipation. Levy and Rowntree make the 


suggestion, which can hardly be taken seriously 
from the clinical point of view, that emetin ene- 
mata would subserve a useful purpose in the’ 
treatment of constipation. Such enemata have 
an undoubted value when properly used for 
the sake of the amebicidal action of the drug, 
but their use as here suggested does not seem 
well advised. 

Other Conditions. Like all new and widely 
noted remedies, emetin has been tried and com- 
mended ii a great variety of diseases. But it 
will hardly replace Leonard Rogers’ hypertonie 
infusion in Asiatie cholera. And few of its 
other applications will bear the test of careful 
experimentation. It has proved serviceable in 
the treatment of certain other diseases caused 
by animal parasites, especially protozoéns, but 
the major uses have been described under its 
amebicidal action. 


PERIPHERAL NEURITIS FOLLOWING 
EMETIN TREATMENT OF AMEBIC 
DYSENTERY. 


By A. R. Kitcore, M.D., SHaneuar, CHINA. 


[From the Harvard Medical School in 
Shanghai, China.] 


Ir is generally accepted* that emetin hydro- 
chlorid has three main by-effects when used in 
large single doses or over a considerable time 
in moderate doses: 

(a) Dizziness or Nausea, or both, coming on 
almost immediately after injection (especially 
intravenously). These symptoms pass off in 
a few minutes to a few hours, and we have 
found no serious results reported following 
single doses of gr. ii (.13 gm.) or less. Baer- 
mann and Heinemann* report alarming symp- 
toms after doses of gr. v to vii (.3 to .4 gm.) 
intravenously,—‘‘general vascular paralysis, 
severe dyspnea, loss of consciousness with vom- 
iting, passage of thin stools and great slowing 
of the pulse.’’ 

(b) Diarrhea. This may follow single large 
doses, but is usually the result of several mod- 
erate doses. Low‘ states that diarrhea not un- 
commonly occurs after five or six days of treat- 
ment with doses of gr. i to gr. ii (.065-.13) a 
day, but that it always stops when the emetin 
is omitted. The diarrhea produced by emetin 
may be severe enough to give stools contain- 
ing blood and mucus.* 

(ec) Peripheral Neuritis, usually manifesting 
itself by general muscular weakness and paid, 
often especially marked in the legs, sometimes 
going on to complete wrist- and toe-drop. Ved- 
der does not mention this complication. Lyons 
reports a case of his own in which 16 daily 
doses of gr. i 2/3 (.10 gm.) were given sub- 
cutaneously. During the latter part of the 


* The literature on emetin has been recently reviewed in several 
, very complete papers, 
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treatment the patient had some muscular weak- | 1.3 gms.) of emetin had been taken and they were 


ness, but especially weakness and pain in the 
ealf muscles. Lyons also collected a few other 
eases from the literature,—one, reported by 
Eshlemann, in which ‘‘severe peripheral neu- 
ritis with general purpura’’ developed after 
receiving gr. ii (.13 gm.) a day for six days. 
Levy and Rowntree, in an article which has 
just been published,’ collected the reported 
eases of ill effects following emetin,—twenty al- 
together, including 13 cases showing symptoms 
of neuritis varying from muscular weakness to 
paralysis, Seven of these thirteen were from 
the clinic of Dr. E. H. Hume at the Yale Hos- 
pital, Changsha, China (report to be published 
later). During the past few months, in con- 
versations with physicians from other places in 
China, I have learned of several other cases of 
varying grades of severity. Peripheral neu- 
ritis following emetin is apparently more com- 
mon (in China, at least) than has been gener- 
ally supposed, very possibly because the tend- 
ency lately has been to give rather larger 
amounts than the gr. i (.065 gm.) a day for a 
week to ten days, as originally suggested by 
Rogers and others. 

The following cases are reported, both to call 
attention to the frequency of peripheral neuri- 
tis after emetin, and also because some of them 
show unusual features,—five of the cases being 
in one family, and another case showing a skin 
hyperesthesia instead of the usual muscular 
weakness and pain, 


Case 1. (Red Cross Hospital No. 158.) A white 
man of 38, who had had recurring attacks of amebic 
dysentery for eight years and had received a course 
of emetin six months before admission (how much 
he did not know). He was given gr. vi (.36 gm.)* 
in four doses intravenously. Three months after his 
discharge from the hospital in Shanghai, he was ad- 
mitted to the Massachusetts General Hospital,t+ 
stating that he had been obliged to take an average 
of one dose a week of gr. ii (.13 gm.) during the 
three months to prevent recurrence of the dysen- 
tery. Shortly after the beginning of the emetin 
treatment he began to have pain in the calves, and 
soon in all his muscles, especially noticeable in the 
calves, shoulder muscles and neck. At the time of 
his admission, two weeks after his last dose of eme- 
tin, he was still complaining that the muscles of his 
thighs were unstable and painful and very easily 
fatigued. “A few days ago his wife fell down and 
he ran to help her, but his legs gave way beneath 
him and he fell, too.” 

On examination his tendon reflexes were normal. 
Ife had some tenderness on pressure over the thighs. 

No other cause was found for the symptoms (such 
as alcohol, lead, syphilis, arsenic or trichiniasis), 
and the pain and weakness cleared up noticeably 
during his stay of a week in the hospital, no more 
emetin being given. 

This patient developed his first symptoms of neu- 
ritis after a total of between gr. x and gr. xx (.65- 

*The preparation used in all the cases was Parke, Davis & Cu., 
emetin hydrochloride, sub-cu_ tablets. 


* During my interneship on the service of Dr. R. C. Cabot, to 
Whom I am indebted for permission to report this case. 


kept up without much change for three months by 
taking an average of gr. ii (.13 gm.) a week. 


Case 2. (R. C. Hosp. No. 732.) A white man 
of 32 was given six doses of emetin intravenously 
of from gr, i to gr. ii each. After leaving the hos- 
pital, he took “several doses” of gr. ii each intra- 
muscularly, and after a few days reported that he 
had general rmuscular weakness and pain, which 
went on to complete wrist- and toe-drop. The symp- 
toms lasted for several weeks after the emetin was 
stopped, but finally cleared up, leaving no traces. 

A year later, he was again admitted with a re- 
lapse of his amebic dysentery and was given a total 
of gr. x (.6 gm.) during a week and discharged. 
Ten days later he again had diarrhea with blood and 
mucus in the stools and took gr. v (.3 gm.) in four 
doses. Two days after the last dose, he developed a 
peripheral neuritis similar to the previous attack 
except that it was not so severe. There was general 
muscular weakness—a tendency to drag the toes 
and difficulty in extending the wrists. 

The symptoms in this case began after a total of 
approximately gr. xv to xx (.95-1.3 gm.) for the 
first attack and after gr. xv (.95 gm.) the second 
time. It is significant that the second time, though 
no symptoms appeared after the first gr. x had been 
taken, yet after an interval of ten days, an addi- 
tional gr. v brought on the neuritis. 


Cases 3, 4, 5, 6. (R.C. Hosp. Nos. 733, 734, 735, 
736.) These were all children of the last patient 
(Case 2). They were admitted with him on his 
second admission, were given emetin, discharged, 
had relapses and were given more emetin at the 
same time as their father. All developed marked 
muscular weakness within a day or two after the 
last emetin had been given and the dysentery 
cleared up. The symptoms were especially marked 
in the leg muscles, so much so that they could 
climb stairs only with difficulty. Pain was present, 
but was not so marked as in the father. Unfortu- 
nately none of these cases was in the hospital for 
observation while the neuritic symptoms were pres- 
ent, and it is therefore impossible to report the con- 
dition of the reflexes. 

The total amounts of emetin given in the hos- 
pital and later, with the ages of the patients, are as 
follows: 


Case. Age. Total Emetin. Single Dose. 
3 8 gr. vi (.39) gr. 2/3 (.04) 
4 7 gr. vss (.36) gr. 2/3 (.04) 
5 5 gr. iv (.25) gr. 1/2 (.03) 
6 4 gr. iv (.25) gr. 1/2 (.03) 


All of the emetin in these four cases was given 
subeutaneously. 


Case 7. (R. C. Hosp. No. 977.) A Chinese man 
of 21. He was given er. xiv (.9 gm.) of emetin in 
daily doses of gr. i, some of the doses being in- 
travenous and some subcutaneous. On the evening 
of the last day of treatment. he began to feel cold 
sensations over both feet and legs up to the knees. 
This was present, worse at night, for 48 hours. 
Then he began to have numbness of both soles 
which interfered with walking. Two days later the 
numbness changed to a burning sensation and 


finally to a stinging pain, which began at the plantar 
surface of each great toe and spread over the entire 
sole. All these symptoms were worse at night. He 
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finally became unable to walk at all on account of 
the pain and tenderness. 

On examination, there was tenderness to pres- 
sure over the soles of both feet. There was no ten- 
derness or pain in the calves or in other muscles. 
There was no disturbance of sensation to tempera- 
ture or touch. There was no edema. Knee jerks 
normal. No plantar reflex obtained. 

No more emetin was taken and the symptoms 
gradually cleared up during the course of about a 
month, 


EXPERIMENTAL WORK. 


Levy and Rowntree® have made a résumé of 
the literature and an exhaustive experimental 
study themselves. The points of interest may 
be briefly summarized thus: 


1. The toxicity of emetin varies widely in 
the various preparations on the market, and 
even in different lots of the same preparation. 


2. The toxicity when given intraven- 
ously varies with the dilution and the rapidity 
of injection, as well as with the amount, and 
with individual susceptibility. Comparatively 
small doses given quickly in concentrated form 
are more toxic than large doses, given slowly in 
very dilute form. 


3. The principal toxie effects in experi- 
mental animals correspond with those noted in 
clinical work,—vomiting soon after large doses, 
diarrhea after repeated doses, ete. In dogs 
there is a lowering of the blood-pressure, 
marked even when non-fatal doses are given. 
A eardiae arrhythmia is sometimes produced, 
shown by electrocardiograph to be a coarse ven- 
tricular fibrillation. Respiratory effects are 
noted only just before death. There is inter- 
ference with the blood-clotting mechanism.— 
the coagulation time being delayed. Albu- 
minuria occurs inconstantly. 


Dogs show at autopsy a_ gastroenteritis,— 
often hemorrhagic, with marked congestion of 
the abdominal organs. 

Dale® also, in a preliminary note, reports 
that cats and rabbits die after repeated moder- 
ate doses, and that kidney and liver lesions 
have been demonstrated, but he has not yet de- 
scribed them in detail. 

In the literature available, no report has been 
found of the production of peripheral neuritis 
with emetin in experimental animals, Experi- 
ments on dogs, to be reported later, have been 
begun at this laboratory, with this end in view. 
So far, some of the dogs have died with gastro- 
intestinal symptoms, and with lesions obviously 
corresponding to those obtained by Levy and 
Rowntree and others, without developing symp- 
toms of neuritis. One dog, however, showed a 


quite definite paresis of the hind legs for 24 to 
48 hours before death. This dog had received 
doses somewhat smaller than the others. We 
hope, therefore, by varying the size of the doses, 


and perhaps by finding susceptible animals, to 
produce a peripheral neuritis which may be 
studied. 


SUMMARY AND DISCUSSION, 


1. Peripheral neuritis after emetin is not 
uncommon. 


2. The symptoms most commonly met with 
in post-emetin neuritis are general muscular 
pain and weakness, usually most pronounced in 
the legs, sometimes going on to paresis. One 
ease is here reported of hyperesthesia of the 
soles of the feet without other symptoms. 


3. The neuritic symptoms often develop 
after the emetin injections have been stopped, 
and may grow progressively worse for some 
time, with no more administration of the drug. 


4. The total amount of emetin necessary to 
produce neuritis varies greatly. The total 
amounts received by the cases recorded by Levy 
and Rowntree and those reported here are as 


follows: 


Grains. Grams. 
(a) Adult 19.5 (1.25) Severe neuritis. 
(b) 6. ( .39) Severe neuritis. 
(c) ” 21.3 (1.40) Mild neuritis. 
(d) 12.8 ( .85) Moderate neuritis. 
(e) * about 10. ( .65) Mild neuritis. 
(f) - 15. ( .95) Moderate neuritis. 
(g) Age 8 6. ( .39) Mild neuritis. 
5.5 ( .36) 
(i) 4. ( .26) 
(j) 4. ( .26) 


On the other hand, many patients receive 
larger amounts and have no symptoms. On go- 
ing over the records at this hospital for 18 
months, it was found that one white patient had 
received gr. xiii (.85 gm.), three Chinese had gr. 
xi to xii, and one gr. xxi (1.35 gms.) with no 
symptoms of neuritis recorded. 

5. The prognosis is good. The symptoms 
clear up gradually, usually over several weeks, 
leaving no traces apparent. 

6. Experiments (now in progress) suggest 
that peripheral neuritis may be produced by 
emetin in healthy dogs. 
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DYSTONIA MUSCULORUM DEFORMANS— 
OPPENHEIM’S NEW DISEASE OF 
CHILDREN AND YOUNG ADULTS.* 


By Isapor H. Cortat, M.D., Boston, 


First Assistant Visiting Physician for Diseases of the 
Vervous System, Boston City Hospital; Instructor 
in Neurology, Tufts College Medical School. 


Ix 1911, Oppenheim’ described a new and 
peculiar disease occurring in young people of 
Russian or Galician Jewish parentage, which he 
termed dysbasia lordotica progressiva or dys- 
tonia musculorum deformans. On the basis of 
four cases he attempted to separate the dis- 
order from the tics, athetoses and the various | 
muscular spasmodic states occurring in hysteria. 
At first the racial predilection of the condition | 
suggested a comparison with amaurotic family | 
idiocy, in facet so much so, that in 1912 Berg- 
man? was enabled to make the rather positive. 
statement that ‘‘the disorder has up till 
now been observed only in patients of Jew- 
ish extraction.’’ More recent studies have 
shown that while the disease is pre-eminent 
among young Hebrews, yet it is not absolutely 
limited to them, as a few cases have been re- 
ported in Christian subjects. Since Oppen- 
heim’s original contribution, cases have been 
published by Belling.® Fraenkel,* Ziehen,° 
Schwalbe,® Flautau,? Haenisch,’ Abrahamson,° 
Bernstein,*® and Bergman."* Nearly all of 
these cases have occurred in young Jewish chil- 
dren. 

The disorder presents many striking features 
which have hitherto been undescribed. ‘The di- 
agnosis is rather difficult to make, and can be 
determined with certainty only after long ob- 
servation. In fact, all who have observed the 
disease emphasize the diagnostic difficulties. 
The clinical picture of the condition seems to 
lie between hysterical scoliosis or dysbasia, idio- 
pathic bilateral athetosis and infantile pseudo- 
bulbar palsy. The Merzbacher-Pelizaeus syn- 
drome (aplasia axialis extra-corticalis congen- 
ita) may also occasion some confusion, but the 
strongly organic nature of this disorder and the 
hereditary predisposition ought to clear up the 
diagnosis,* 

The real nature of the disease is doubt- 
ful. Two of my cases, for instance, re- 
sembled hysteria, while the third, which I had 
the opportunity to study over a long period of 
time, possessed certain features which suggested 
an organic basis for the disorder. Oppenheim 
is inclined to believe that the condition is or- 
ganic rather than functional, principally, it 
Would appear, on the basis of his previous work 
on infantile bulbar paralysis with athetosis, and 


" Read before the Forty-third Meeting of the New England Pedi- 
atric Society, March 31, 1916. 


+ For a minute study of this disease see Merzbacher’s original 
monograph published in 1910. Also in English “An Unusual Type 


of Hereditary Disease of the Nervous System,” by F. E. Matten and 
D. Wilkinson, Brain, 1914. — 


on the practically negative results of psycho- 
therapy. However, since hypnosis was the only 
psychotherapeutic procedure utilized, the fail- 
ure of hypnotic suggestion does not militate 
against the functional nature of the condition, 
since, up to the present, no case has been sub- 
mitted to a complete psycho-analysis. Dé- 
jerine’™ classifies the condition under the athe- 
toses. I am inclined to believe that we may be 
dealing with two separate groups of disease 
pictures, fundamentally different, but iden- 


tical clinically, and which further observation 


and study may perhaps separate. 

The fact that the disease appears in the chil- 
dren of unaffected parents shows, that like 
amaurotie family idiocy, a recessive factor is at 
work. Although no specially strong familial 
trait can be demonstrated, yet one of my cases 
had a brother who seemed to possess an abortive 
form of the disease, but which has not pro- 
gressed for the last two years. In Schwalbe’s 
description of a similar disturbance, three of 
the cases were sisters, which would suggest a 
familial tendency to the disorder. The disease 
usually occurs in children between the ages of 
eight and fourteen, although since Oppenheim’s 
original paper, the condition has been reported 
in young adults, one of my cases being twenty- 
eight years of age. 

The clinical picture is strange and peculiar. 
The onset is slow, involving first either the up- 
per or lower extremities, and appearing either 
as tremor of the arms, spasticity of the legs or 
some disturbance in gait. The gait is stiff and 
hypertonic; there may be a cross-legged pro- 
gression or it may resemble that of a muscular 
dystrophy. One of my patients waddled like a 
duck. The gait may be similar also to the dys- 
basia lordotica of hysteria, and it was this cir- 
cumstance which led to the condition being in- 
terpreted by Ziehen as a tonic torsion neurosis 
or as a pure hysterical disturbance. Twisting 
of the spine, tilting of the pelvis, lordosis and 
lordo-seoliosis are marked. Characteristic of 
the condition is the fact that the muscular dis- 
turbances tend to diminish or cease when the 
patient is at rest, but reappear very rapidly as 
soon as there is any attempt at voluntary 
movement. 

There is a very rapid muscular fatigue in 
walking. Some of the muscles, particularly 
those of the neck, show a marked hypotonicity, 
causing the head to fall forward on the chest. 
While the patient is at rest, peculiar movements 
of the limbs may take place, not particularly 
athetoid or choreiform, but partaking of the 
nature of both. Such movements are incon- 
stant, however. A combination of rigidity and 
tremor may also be found. There is no paraly- 
sis, atrophy, electrical changes, sensory disturb- 
ances, involvement of the sphincters, cranial 
nerve paralysis, speech abnormalities or mental 
disturbance. The condition of knee jerks is 
inconstant ; they may be diminished, normal, or 
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even exaggerated. Facial grimacing has also 
been observed, and in one of my cases, attempts 
at voluntary movements of the upper extrem- 
ities brought out a condition suggestive of a 
cerebellar disorder. 

That the condition had been observed for 
some time before it became elevated to the dig- 
nity of a nosologie entity, is shown by the fol- 
lowing passage from the fifth edition of Oppen- 
heim’s text book, which was published several 
years before the appearance of his description 
of the disease. The reference is to a disturb- 
ance of the gait in hysteria, and it will be ob- 
served that this description bears a striking re- 
semblance to his later account of dystonia mus- 
culorum deformans. ‘‘In one of my cases, 
which followed influenza, the waddling gait was 
exactly like that of dystrophy; the patient 
would not keep the trunk erect in sitting, but 
had to support it with her hands, The paraly- 
sis was localized in the lumbar-pelvie thigh 
muscles, but there was no atrophy or pseudo- 
hypertrophy, and the influence of suggestion 
made its hysterical nature evident.’** Thus it 
will be observed that, even before the symptoms 
had been studied in a group of cases, the condi- 
tion was considered a pure neurosis, pre-emi- 
nently of an hysterical nature. 

For the present, the true nature of the disease 
must remain in the dark, partly because of 
insufficient clinical material and partly because 
neither pathological reports nor complete 
psycho-analyses are available. Evidently the 
disorder is not purely hysterical, since sugges- 
tion has been ineffective in ameliorating the 
symptoms, and none of the cases seemed to fol- 
low an emotional shock. One of my cases, how- 
ever, showed certain characteristics of a trau- 
matie neurosis, while the other occurred in a 
highly neurotic Hebrew patient. If the condi- 
tion is hysterical, future investigations will 
probably clear up its psychogenesis; if organic, 
the lesion is probably in the putamen and the 
caudate nucleus, the same as Oppenheim and 
Vogt'* found in certain cases of infantile bul- 
bar paralysis with athetosis. The precipitating 
causes of the disorder are somewhat clearer, 
and suggest a certain analogy with hysteria. In 
Flateau’s two cases, for instance, the condition 
followed an injury to the leg; in one of 
Schwalbe’s cases, it appeared after an emo- 
tional shock; while in two of my cases emo- 
tional factors in the etiology could be incrimi- 
nated to a certain extent. 

The following three cases came under per- 
sonal observation :* ; 

Case 1. <A., age 9, a Russian Jewess, was the 
eldest child of parents free from any neurotic tend- 
ency. She was always well with the exception of 
measles. A week following a fall down two steps, 
in which she did not complain of any injury at the 
time, she began to walk “crooked” but without any 

"Case 1 is from the Neurological Department of the Boston City 


Ilisvital (Service of Dr. Thomas). Cases 2 and 8 were seen 
privately, 


complaint of pain. At first the right foot was 
affected, but under the application of a plaster-of- 
Paris bandage, in a few days she walked without 
any further evidence of a limp. At the time the 
diagnosis of hysteria was made. Shortly after the 
application of the plaster bandage was made, she 
began to walk lame again. A neurological examina- 
tion at that time revealed the following symptoms: 

Grasps good, strength and movements of arms 
normal. Movements of leg joints free. She walks 
with a marked contraction of the muscles of the 
right calf, but when lying down the contraction dis- 
appears. The knee jerks are lively and equal and 
there is a patellar twitch on both sides. Plantar 
reflexes normal. No Babinski. Testing of the knee 
jerks or sometimes manipulating of the leg at the 
ankle joint, produces a contraction of the calf 
muscles. Pupils normal. There is no disturbance 
of sensation to touch or pain. Tenderness in both 
iliac fossae, particularly on the left. No tenderness 
along spine. 

The condition remained about the same for nearly 
six weeks. A tenotomy of the hamstring muscles 
was ineffective in altering the muscular spasm. An 
examination at this time revealed a tendency to 
hyperextend the right leg at the knee and to rotate 
the right leg outward in walking. Voluntary move- 
ments at the ankle, knee and hip joints can be per- 
formed, but rotation of the leg brings on a muscu- 
lar spasm. Shortly afterwards the condition became 
decidedly worse. For several weeks, she was unable 
to sit down, since when, placed in a normal sitting 
posture, the body assumed the position of an opis- 
thotonie are de cercle, with jerky movements of the 
buttocks. In walking, she repeatedly jerked the 
body backwards and walked in a waddling duck-like 
manner, with the knee and hip semi-flexed. The 
right knee joint was particularly the seat of a 
strong contraction and she was unable dorsally to 
extend the foot. Unfortunately, this patient disap- 
en from observation and could” not again be 
traced, 


Case 2. B., male, age 29, Russian Hebrew, uphol- 
sterer. The family history is negative except that 
the father had been a sufferer from chronic bron- 
chitis for a number of years. He had worked 
steadily at his trade and there had never been any 
serious physical disease. Married six years, three 
healthy children, the youngest of whom was ten 
months old. There was a history of coitus inter- 
ruptus for years on account of poverty. For four 
years there had been a complaint of a sensation of 
numbness of the left side of the body, without, how- 
ever, in any way interfering with his work. 

Several days previous to being seen, without any 
definite precipitating cause which could be ascer- 
tained, he suddenly began to suffer from peculiar 
attacks of trembling and a disturbance of gait. 
These attacks were not constant, but took place 
perhaps every fifteen minutes or so. In the normal 
interval, any sudden noises, even music, sudden 
changes of position, or the swallowing of food would 
produce an attack. The voice became weak and 
hoarse, he appeared easily frightened, with a facial 
appearance of extreme anxiety, and he was con- 
stantly looking to his family for sympathy, which, 
needless to state, made the attacks more severe and 
frequent. There were no gastric disturbances and 
with the exception of over-anxiety, the mental con- 
dition was normal. | 

Examination. Trembling of the entire body with 
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a facial appearance of distress, weakness and anxi- 
ety. He whimpers a great deal, speaks in a weak 
yoice, Which at times becomes a hoarse whisper, 
resembling a partial hysterical aphonia. Observa- 
tion shows peculiar attacks of muscular spasm in- 
fuencing the position of the body and the gait. 
These attacks strongly resemble an hysterical dys- 
basia lordotica. The attacks begin with a look of 
distress and anxiety, then a trembling of the entire 
body, and in an attempt to walk he throws the head 
backwards, walks very slowly with a marked lor- 
dosis of the spine, particularly in the lumbar region, 
bending of the knees and balancing. movements of 
the arms. Under these conditions the gait becomes 
waddling, like that of a duck, and at times it is 
strongly suggestive of a muscular dystrophy. In 
the attack after an initial tremor of the trunk and 
limbs, the arms and legs become rigid and spastic, 
the spasticity being of the tonic variety. The muscles 
of the spine also became spastic and it is this spas- 
ticity that produces the lordosis. The contracted 
and spastic muscles become rapidly fatigued, the 
spasm then slowly relaxes and the attack ceases 
after five to ten minutes. Even between the attacks, 
however, there remains a certain amount of a lor- 
dotica dysbasia with rigidity of the spinal muscles 
and a tendency to bring the edges of the scapulae 
close together. It seems as if the muscular fatigue 
were responsible for the cessation of the individual 
attacks and as the fatigue disappears, a new attack 
takes place. The attacks can also be produced ex- 
perimentally by sudden noises or by sudden changes 
of position of the body and tend at times to cease 
when they are ignored by indifferent questions, 
even at the height of the attack and before the on- 
set of the muscular fatigue. No difficulty in swal- 
lowing and no globus. No tachycardia in the at- 
tacks. The condition is most liable to take place on 
attempts at walking, since when he lies down the 
muscular spasm relaxes. 

The pupillary reactions and the ocular move- 
ments were normal and there is no nystagmus. 
Visual field not contracted. Tongue central and 
tremulous. No tremor of the outstretched hands. 
Knee jerks and Achilles jerks much exaggerated. 
Double spurious ankle clonus. No sensory disturb- 
ances to pain or touch. Sphincters normal. Heart 
negative. No paralysis. 

Under the administration of bromides, rest and 
suggestion, with purposeful neglect of the symptoms, 
the dysbasia disappeared within a week’s time and 

not since returned after more than six months. 


Case 3. C., age 7, a Russian Jewess. 

Family History. All the ancestors were born in 

ussia and it is interesting to note that the family 

d the same social background of poverty, mental 
anxiety and persecution, as has been observed in my 
studies on amaurotic idiocy. Grandparents healthy. 
On the maternal side an uncle has tuberculosis, an 
dunt 1s neurotic, another uncle suffers from chronic 
ead poisoning, while a paternal aunt has been 
hemiplegic since childhood. When the mother was 
six years old she had to work hard, and up to eleven 
years of age had scarcely enough to eat. At eleven, 
she sewed as a dressmaker’s apprentice and during 

: entire life she has been under a severe physical 
‘nd mental strain under conditions of extreme 
25 The father has also been under a severe 
his life, yet both father and mother show 
. evidence of any neurosis and are physically 
rong and healthy. There are five children in the 


family. The mother has had no miscarriages. The 
two children who are younger than the patient, 
likewise a sister who is one year older, are strong 
and healthy. The eldest brother, aet. 13, shows a 
tendency to nystagmus, and has slightly unequal 
pupils and knee jerks. He has no muscular spasm 
or tremor. The patient is the third child. Since 
the descent of the disorder is through similarly un- 
affected stock, the condition must be due to a re- 
cessive factor according to the scheme of Men- 
delian inheritance. 

Personal History. The child walked and talked 
at a normal age and was well and strong up to 
shortly after she was five years old. Following 
a tonsillectomy, tremor of the right hand and a stiff- 
ness of the left foot was noticed. Then she began to 
stagger in walking and running, locomotion became 
cross-leggred, the head bent to the left and began to 
shake and a marked curvature of the spine devel- 
oped. No incontinence of urine or faeces. No 
headache, vomiting, abnormal salivation or blind- 
ness. No complaint of pain and no hyperacusis. 
No evidence of mental deterioration. 

Examination. The child is well nourished and of 
normal size for her age. No signs of any mental 
deterioration. As the child sits up, which she can do 
only with assistance, the head falls to the left and 
shows a fine tremor, there is a marked kyphosis of 
the dorsal spine and also a lumbar lordosis. While 
the lower spinal muscles appear to be spastic, yet 
the hypotonia of the neck and cervical muscles is so 
marked that the head falls forward on the chest. 
The thigh and hamstring muscles are in a condition 
of hypertonia, likewise the anterior tibial group, 
thus keeping the big toe of each foot in a condition 
of hyperextension. She can walk anly with assist- 
ance and then the gait is of the cross-legged pro- 
jection type. The adductors of the thighs are in a 
state of spasm. Right thigh rotated outwards and 
left thigh rotated inward, thus tipping the pelvis to 
a certain extent. There is no muscular or fibrillary 
twitching. 

As the child is at rest, but becoming greatly in- 
creased on voluntary movement, there are observed 
constant, restless and slow choreiform movements 
of the arms. In attempting to grasp objects, the 
choreiform movements of the arms became jerky, 
discontinuous, awkward, and associated with a 
coarse tremor and ataxia, resembling the dysmetria 
of cerebellar disease. The tremor is absent during 
repose, but the choreiform movements are con- 
stant, though less marked than on attempts at volun- 
tary movement. All attempts at movement produce 
a rapid fatigue. Thus the peculiar restlessness is 
much reduced when the patient is quiet, and be- 
comes markedly visible only on voluntary movement. 

A further analysis of the movements of the arms 
revealed the following: Constant restless and slow 
choreiform movements of both arms. On account 
of the muscular spasm, she is unable fully to open 
the left hand, which remains semi-flexed. On at- 
tempting to grasp a tumbler, the movements of the 
right arm became jerky, discontinuous, excessive, 
and likewise very awkward, resembling the condi- 
tion seen in hereditary ataxia or after destruction of 
the cerebellum in monkeys. 

Pupils equal and react promptly to light and 
accommodation, both directly and consensually. No 
nystagmus. Fundi normal. No muscular atrophy. 
Speech normal. No facial paresis. Tongue central, 
without tremor. Knee jerks exaggerated and equal. 
No Babinski or Oppenheim reflexes, although on 
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stimulation of the right plantar surface, there is an 
inconstant and apparently voluntary extension of 
the big toe. Achilles jerks absent. No ankle clo- 
nus. No sensory disturbances to pain or touch 
could be demonstrated, even on the most careful 
testing with von Frey’s hair esthesiometer. On at- 
tempts at exertion the child perspired profusely and 
became rapidly fatigued. No hyperacusis. 

The patient was kept under observation for about 
a year. During this time the peculiar movements 
of the arms on voluntary movement became more 
marked and the hypertonicity of the muscles, par- 
ticularly of the legs, increased, finally rendering 
walking impossible. With all this, there was no 
muscular atrophy, abnormal reflexes or mental de- 
terioration. The neck muscles, however, remained 
hypotonic. Speech became somewhat bulbar and in- 
distinet and there was a moderate degree of drool- 
ing of saliva, without, however, any atrophy of the 
tongue or difficulty in swallowing. None of the 
muscular incodrdination was increased when the 
eyes were closed. Massage, motor re-education and 
the use of sedatives, were ineffective in ameliorating 
the condition. 


In discussing this material, which, unfortu- 
nately, is small on account of the rarity of 
the condition, several factors stand out promi- 
nently. All the patients were of Russian Jew- 
ish origin, and their ancestors had been sub- 
jected to physical strain and persecution, the 
same ancestral history which we have found in 
our investigations of amaurotic idiocy. In two 
of the eases the family history was negative; in 
the third, certain neurotic tendencies were 
clearly defined. In all the eases, the disorder 
appeared in the descendants of unaffected stock, 
thus corresponding to a recessive condition, ae- 
cording to the Mendelian laws of heredity. Here 
again the comparison with amaurotic idiocy is 
rather striking. 

The first two cases strongly resembled an 
hysterical dysbasia, but without any corre- 
sponding sensory disturbances; in the third 
case there was evidence of some organic affec- 
tion of the nervous system as shown by the spas- 
ticity, the gait, the bulbar symptoms and the 
variations in the muscular tonicity, yet lacking 
the usual pathological reflexes of the spastic 
group of diseases. This latter case possessed cer- 
tain features which were strongly suggestive of 
a Friedreich’s ataxia, but after prolonged obser- 
vation, it seemed warranted to place it in the 
group of the dystonias. In one case the eondi- 
tion followed a slight trauma, in another it ap- 
peared after a tonsillectomy, while in the third, 
it was engrafted on a highly neurotie and prob- 
ably latent hysterical individual. 

The prominent features in all the cases 
were the peculiar gait, the changes in 
the muscular tonicity, and the rapid onset of 
the disease without any pathological reflexes or 
changes in sensation. All reported cases of the 
disease show that it begins in an extremity; in 
our first case in the right foot, in the second 
ease in the leg, in the third case in the right 
hand and left foot. The onset in this latter 


patient exactly resembled the beginning of the 
disease in Flautau’s two cases, and on which he 
lays considerable diagnostic emphasis. 

The disorder presents certain difficulties of 
diagnosis because of its obscure relationships 
to hysteria, on one hand, and to organic dis. 
eases of the nervous system on the other. For 
this reason it is difficult to place the condition 
in any definite nosological entity at present. 
Possibly we may be dealing, as suggested at 
the beginning of this paper, with a varying 
pathological condition, but with an identical 
clinical symptomatology. 
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Society Report. 


NEW ENGLAND PEDIATRIC SOCIETY. 


A MEETING oF THE NEw ENGLAND PepiatTric Society 
was at THE Boston Mepicat Liprary ON 
Mar. 31, 1916, THe Prestpent, Dr. A. C. EastTMAy 
OF SPRINGFIELD, IN THE CHAI. 

The following papers were read: 


I. DYSTONIA MUSCULORUM DEFORMANS, OPPENHEIM'S 
NEW DISEASE OF CHILDREN AND YOUNG ADULTS.” 


By Isapor H. Cortat, M.D., Boston. 


Il. FURTHER EXPERIENCES WITH HOMOGENIZED OLIVE 
OIL MIXTURES. 


By Maynarp Lapp, M.D., Boston. 
Ill. A STUDY OF FIRST EXAMINATION, WITH A REPORT OF 


FIFTY CONSECUTIVE PHYSICAL AND MENTAL EXAMINA 
TIONS OF SO-CALLED WELL CHILDREN. 


By Wituuam R. P. Emerson, M.D., Boston. 


DISCUSSION. 


Dr. Barron (Dr. Emerson’s paper): I have a few 
statistics along the line of Dr. Emerson’s investiga 
tions which I would like to present to the Society. 


*See JovRNAL, page 383. 
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Dr. Howard, and lately I have been associated with 
him, has been carrying on somewhat similar work 
during the past 15 months. We have records of 
176 examinations of children, varying in age from 
three to four years up to 17 or 18. Of those 176 
children, 165 have defects, or 93+-%. Of those who 
have more than one defect there are 108= at less 
than 62%. The total defects of the 176 children 
equal 354; out of these 354, 145 were remediable, 
such as carious teeth, tonsils and adenoids, and 
things of that sort. I looked up the statistics this 
morning and they apparently show as high a per- 
centage of defects as the children which Dr. Emer- 
son has seen at the Little Wanderers’ Home. In 
addition to these we have a large number of children 
under two years, some of whom would undoubtedly 
add to these total figures. From present indications 
the tabulated results of these examinations indicated 
data of sufficient value to warrant publication later. 

Dr. Stone (Dr. Emerson’s paper): I have brought 
with me just a few figures to represent some of the 
work which is being done by the school physicians 
of Providence along the lines of Dr. Emerson’s 
paper. The examinations have been made of chil- 
dren who have been in school one-half year. All are 
examined, being stripped to the waist. We do not 
make vaginal examinations; 3926 pupils were ex- 
amined in the school year of 1914-15, and of these, 
1018 showed defects of sufficient importance to re- 
quire notification of parents or guardians; the num- 
ber of defects was 3894, which meant from one to four 
defects each in these 1018 children. Hypertrophied 
adenoids and tonsils constituted the largest number 
of defects, 782 children, or 19.9% of those examined 
being thus affected; 226 had anterior nasal obstruc- 
tion and 407 had defective vision; 604 were recorded 
as having malnutrition or anemia and 158 had en- 
larged glands. These were the most important de- 
fects found. Decayed teeth are not recorded by the 
school physician because we have a dentist who 
makes a separate examination and report. He ex- 
amined 4554 children during the school year of 
1914-15 and found 4000 with carious teeth. 

Dr. Cortar (Dr. Emerson’s paper): I would like 
to have Dr. Emerson explain the relation of naso- 
pharyngeal obstruction to mental retardation. I 
believe that nasopharyngeal obstruction may cause 
a certain amount of retardation. in children, but if 
there is any organic substratum which would lead to 
idioey or feeble-mindedness, I believe then that the 
nasopharyngeal obstruction is merely an incident in 
the physical examination and bears no relationship 
whatever to the degree of mental retardation. In 
cases of idiocy or feeble-mindedness which I have 
had the opportunity to observe after the removal of 
adenoids and tonsils, a secondary examination ac- 
cording to the Binet-Simon test showed absolutely 
. Improvement in the mental condition. I believe, 
aay gy that in a great many of these statistics 

a tendeney absolutely to confuse the issue. 
_ VR. Siti (Dr, Ladd’s paper): I was very much 
es i” hearing Dr. Ladd’s further reports on 
“4 gg method of feeding. I should like to 
ask If in Dr, Ladd’s experience this method of feed- 
oth helps in any way to establish a tolerance for 
ce of fat? T have used it in a few patients, 

seemed to me in one instance after using the 


— oil that subsequently that child was able to 

. e other fats better. What is the method of get- 

~ children off of this kind of food on to other 
—Is it done abruptly or gradually ? 

t (Dr. Ladd’s paper): I did not quite 


Dr. Tarro 


catch in discussing the subject whether Dr. Ladd 
said all the milk was heated or not. The question 
has come up in my mind (I think I asked the same 
question last year) how much heat was generated in 
the process, and whether the very fact of homogeni- 
zation did not cause some sterilization of the milk 
and in that manner change the digestibility of the 
casein. I have used this method in a few instances, 
and in one instance we had very brilliant results. 
In other instances the results were exactly the op- 
posite—and my results have not been uniformly as 
good as those Dr. Ladd reports. 

Dr. EastMan (Dr. Ladd’s paper): Has Dr, Ladd 
used this method of feeding in fat eczema, and does 
the eczema yield to this type of food? 

Dr. Lapp (in closing): In answer to Dr. Smith’s 
question as to whether this method of feeding in- 
creases the tolerance for other fats, I think that it 
does if continued long enough. It depends a great 
deal upon the severity of the indigestion and the 
length of time the child has been vomiting. There 
are one or two cases in this series where the house 
officer, in changing the formula, failed to indicate 
that the fat was olive oil. At the next visit the 
child had lost in weight and the vomiting had re- 
turned. The milk was changed to olive oil and the 
vomiting stopped and the gain in weight was re- 
sumed. This is very well illustrated in No. 10, a 
ease of pyloric spasm. In this case the milk was 
stopped for six weeks at one time, and when put 
back on cow’s fat the baby stopped gaining, vomited 
and had a great deal of fat in the stools. The olive 
oil feeding was resumed and the vomiting stopped 
and the child gained 42 oz. in the next 47 days. I 
have not tried to see how soon I could get them off 
of olive oil. I have been content to allow them to 
continue on it to the end of the first year, as the 
results were satisfactory, and then when the formula 
has reached a point where it is about that of the 
strength of cows’ milk, I get them on to cows’ milk 
by gradual changes, as a rule, substituting an ounce 
of cow’s milk for an ounce of the modification, then 
two ounces, and so on, until the whole of the olive 
oil mixture has been replaced by cows’ milk. I do 
not think, however, that these gradual changes are 
always necessary. There are some cases where I 
have had to change at once and have done so very 
successfully. It depends a good deal upon the 
length of time the child has been upon the food. 
The milk was not heated to 212° in all cases. The 
point which influenced me was the degree of peri- 
stalsis which follows the use of maltose. If there is 
a tendency to looseness of the bowels, a mixture that 
is boiled is better tolerated than one that is not. 

In reply to Dr. Talbot—I stated in my paper that 
this method has been applied to 38 cases, of which 
12 were private and 26 were in the out-patient de- 
partment. I have not included in this series the 
older children (three, four or five years) who come 
into an entirely different class of feeding from in- 
fants in the first 12 or 18 months. I have also ex- 
cluded a case of congenital heart disease and en- 
larged thymus, and two or three hospital cases have 
been started recently and are new cases; also one or 
two who had the milk for one or two days only and 
then for some reason stopped taking the milk from 
the laboratory. No cases have been excluded be- 
cause of any unfavorable result. 

In reply to Dr. Eastman—one of the cases (No. 2) 
had a great deal of eczema during the first seven 
months of its life, and it cleared up very rapidly 
after the milk was homogenized. In other cases 
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which have shown a tendency to eczema, the condi- 
tion has improved. This result I would attribute 
more to the improvement in the state of digestion 
than to any direct action of olive oil. 

Dr. Water B, Swirt (Dr. Uoriat’s paper): I 
have nothing especially of value to say about this 
condition; I have not looked it up and did not know 
much about it before I came to the meeting. But 
as I see everything through the eyes of speech these 
days, I was wondering if something more could be 
found and whether the more modern tests for speech 
trouble have been applied to these cases. Of course, 
here there is a variety in the degree of the involve- 
ment; perhaps in one case there may not have been 
anything in the speech, but in this last case it seems 
to me that something else marked and perhaps quite 
characteristic might show. We know already that 
there is a sign in the speech which distinguishes 
tabes from paresis; there is one in chorea; there is 
also a sign of tic and several others that have been 
lately put into the literature. These have been 
brought out by new and modern tests. If these 
tests had been applied, there might be something 
pathognomonic about the condition which would 
show. I have no doubt about the entity of this con- 
dition. Oppenheim is a very remarkable observer, 
and if he puts forth an entity as a new disease, it is 
pretty authoritative. 

Dr. TaLsor (Dr. Coriat’s paper): Dr. Coriat has 
laid a good deal of stress on persecution in the fore- 
bears of these children. I wonder if Dr. Coriat has 
ever looked up what happens to the children of 
other people who have been persecuted. I would 
question whether persecution itself is as important a 
factor as Dr. Coriat seems to suggest and I wonder 
whether control cases have been looked up. 

Dr. Cortat (in closing): In reply to Dr. Swift, 
I would like to say that out of my three cases, the 
only speech defect was in the last case. In a rather 
extensive investigation of the literature which I 
made in preparing this paper, I could find no record 
of any speech involvement in any of the cases re- 
ported. I have no doubt that the disease is a clinical 
. entity. As to its fundamental basis, there is still 
room for considerable difference of opinion,—some 
of them seem merely hysterical, and others have 
features of an organic disorder. But I think the 
disease is one which, as more cases are observed, 
will become of increasing importance for the special- 
ist in children’s diseases, and they certainly ought 
to be on the lookout for the condition. I have no 
doubt that after we begin to recognize the condition, 
we shall not find it any more rare than amaurotic 
family idiocy. 

As to Dr. Talbot’s question, I fully agree with 
him. I do not believe that persecution has any 
strong etiological effect in this disease or in amau- 
rotie family idiocy, although in the latter, where T 
have been able to carry out my investigations to a 
greater extent, it seems that the disease occurs only 
in children of the persecuted Jew and never in the 
children of the non-persecuted Jew. 


Book Reviews. 


Cancer of the Stomach. A Clinical Study of 
921 Operatively and Pathologically Demon- 
strated Cases. By Frank Smrruies, M.D., 


Gastro-enterologist to Augustana Hospital, 
Chicago; formerly Gastro-enterologist to the 
Mayo Clinic, Rochester, Minn.; formerly In- 
structor in Internal Medicine and Demonstra- 
tor of Clinical Medicine in the University of 
Michigan, Ann Arbor; Fellow of the Ameri- 
ean Gastro-enterological Association, ete, 
With a chapter on the Surgical Treatment 
of Gastric Cancer. By J. Ocusner, 
M.D., LL.D., F.R.C.S., Professor of Clinical 
Surgery in the School of Medicine of the Uni- 
versity of Illinois; Surgeon-in-Chief to Au- 
gustana Hospital, Chicago; Consulting Sur- 
geon to St. Mary’s Hospital, Chicago. Illus- 
trated. Philadelphia and London: W. B. 
Saunders Company. 1916. 


Dr. Smithies’ book should be owned by every 
medical man who is interested in cancer of the 
stomach, whether viewed from the diagnostic, 
therapeutic or preventive standpoint. It is the 
summary of a very great amount of personal 
work, which has been accurately recorded, and 
thoroughly studied, and which has been based 
upon his own wide clinical experience: to this, 
he adds a vast and sympathetic familiarity with 
the results of other observers throughout the 
world. 

The book contains about 450 pages of Dr. 
Smithies’ text, based upon more than nine hun- 
dred cases of gastric cancer,—cases which have 
been proved to be cancer by the surgeon and 
the pathologist. This is supplemented by 50 
pages devoted to the surgical treatment, written 
by Dr. Ochsner. 

The book is divided into twelve chapters, in- 
cluding the one by Ochsner: in these chapters 
are considered,—(1) General Distribution; 
Etiology; (2) Morbid Anatomy; (3) Symp- 
toms; (4) Abnormalities; (5) Examination of 
Function; (6) X-Ray Examination; (7) The 
Blood; (8) Uleer in Respect to Cancer; (9) 
Cancer in Youth; (10) Differential Diagnosis; 
(11) Surgical Treatment; (12) Non-Surgical 
Treatment. This gives a good outline of the 
scope of the work, and its method of attack. We 
would have welcomed the author’s own synop- 
sis of each chapter, had he found it possible to 
append it at the end of each section. 

It is evident that Dr. Smithies still believes 
in the ultimate importance of the clinical diag- 
nosis of cancer, as he says near the end of the 
chapter on X-ray Examination: ‘‘in a majority 
of cases (of a given series) clinical diagnosis 
was quite possible without the added x-ray ex- 
amination; in clinically doubtful cases, the 
Roentgenographic diagnosis was similarly dubi- 
ous. 

The printing, illustrating and bookmaking 


are very good. 
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PROGRESS OF POLIOMYELITIS 
EPIDEMICS. 


DvrinG the past week there has been, on the 
whole, a steady abatement of the various epi- 
demics of poliomyelitis, On September 8 the 
number of cases in New York City reached a 
total of 8,435 with 2,090 deaths. In New York 
State outside of New York City there had been, 
on September 6, a total of 2,401 cases with 255 
deaths, In New Jersey from July 1 to August 
21, inclusive, there were 2,024 cases. In Penn- 
Sylvania from July 1 to September 6 there were 
1,004 cases with 260 deaths. Of these, 580 cases 


and 212 deaths were in Philadelphi ll 
Schools in P 


until September 18. 
have been 95 cases 


ennsylvania are to remain closed 
In Toledo, Ohio, there 
with 17 deaths, and the 


opening of the schools in that city has been post- 
poned until the same date. 

In Massachusetts during the month of August 
the total number of cases was 257 with 33 deaths. 
In July there were 107 cases and during the 
preceding six months only 30 cases. The dis- 
tribution of these cases is a matter of consider- 
able interest. It has been tabulated by counties 
and towns as follows: 


Barnstable County—Bourne, 3; Orleans, 1; 
Yarmouth, 1. 

Berkshire County—Adams, 4; North Adams, 
20; Pittsfield, 10; Savoy, 1. 

Bristol County—Dartm south, 1; Fairhaven, 1; 
Fall River, 3; New Bedford, 11; Taunton, 1. 

Essex County—Amesbury, 10; Beverly, 2; 
Haverhill, 6; Georgetown, 1; Lawrence, 3; Lynn, 
1; Newburyport, 2; Peabody, 2; Salem, 5. 

Franklin County—Erving, 3; Greenfield, 2; 
Montague, 6. 

Hampden County—Agawam, 1; East Long- 
meadow, 3; Holyoke, 7; Southwick, 1; Spring- 
field, 17; West Springfield, 1; Westfield, 3. 

Middlesex County—Cambridge, 6; Framing- 
ham, 1; Littleton, 1; Lowell, 4; Malden, 2; Med- 
ford, 2; Newton, 3; Reading, 1; Somerville, 8. 

Hampshire County—Easthampton, 5; Had- 
ley, 3; Northampton, 4. 

Norfolk County—Braintree, 2; Brookline, 1; 
Canton, 1; Milton, 3; Norwood, 1; Stoughton, 3. 

Plymouth County—Abington, 1; Plympton, 
1; Wareham, 4; Whitman, 1. 

Suffolk County—Boston, 36; Chelsea, 1; Re- 
vere, 4. 

Worcester County—Blackstone, 1; Douglas, 1; 
Dudley, 3; Fitchburg, 4; Hopedale, 1; Barre, 
1; North BrookfieMl, 1; Leominster, 1; South- 
bridge, 4; Sturbridge, 1; Uxbridge, 2; Webster, 
1; West Boylston, 1; Worcester, 5; Milford, 1; 
Lancaster, 1; Charlton, 2. 


It will be observed that the largest number 
of cases has been in Boston; but North Adams, 
with 20 cases, has had a far higher percentage 
incidence, and with eight deaths has had by far 
the highest mortality in the present epidemic. 
There have been seven deaths from the disease 
in Boston. During the first nine days of Septem- 
ber, 104 cases of poliomyelitis were reported in 
Massachusetts. There have now been sixteen 
eases each in Holyoke and Pittsfield, and four- 
teen in Amesbury since the outbreak of the epi- 
demic. There have been altogether 86 cases in 
Boston, 31 in North Adams, and 21 in Worces- 
ter. The Boston School Committee has voted 
as a precautionary measure to postpone the 
opening of the public schools in this city until 
September 25. Similar postponements have 
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taken place in many cities of this Commonwealth 
and in several of the higher institutions of learn- 
ing. In many towns, however, it is planned to 
open the schools on the usual date. 

Among the other New England States, onl 
Connecticut has had more cases than Massachu- 
setts. In Rhode Island there were 56 cases dur- 
ing the first seven months of the year with nine 
deaths, and 46 cases with 8 deaths since July 22, 
In Manchester, N. H., four new cases and three 
deaths were reported on September 4. 

The first death of a physician from poliomye- 
litis during the present epidemic was that of 
Dr. Earl C. Peck of Newton, Mass., who died on 
September 5, while serving as assistant resident 
physician at the municipal hospital in Philadel- 
phia. He had been engaged in the care of polio- 
myelitis patients. His obituary notice is pub- 
lished in another column of this issue of the 
JOURNAL, 

In New York the Health Commissioner is at 
present devoting particular attention to the after- 
eare of patients convalescent from poliomyelitis, 
and to the possible relation between this disease 
and the paralyses affecting domestic animals. 
The following plan has been adopted by the De- 
partment for collecting data with reference to 
this relation: 


In order that exact information may be posted 
as to whether poliomyelitis occurs in domestic 
animals, and, if so, whether the latter play any 
part in the transmission of the disease, all the 
nurses in the department, now visiting cases of 
poliomyelitis, have been instructed to make a spe- 
cial inquiry regarding animals. If they find any- 
thing suspicious they will report the matter im- 
mediately and the suspected animals will be re- 
moved by the Department of Health for observa- 
tion. A veterinarian will then be sent to examine 
the animal, and if the suspicion is justified, the 
animal will be killed and an anatomical ex- 
amination made. 

In addition to this, arrangements have been 
made whereby a veterinarian of the Department 
will visit the shelter of the Society for the Pre- 
vention of Cruelty to Animals to see whether 
any suspected cases of animal infection are there 
encountered. In this investigation the Bureau 
of Preventable Diseases will have the codpera- 
tion of the Bureau of Laboratories and of the 
United States Public Health Service. 


4 


In Chicago the Commissioner of Health has 
appointed a committee, consisting of Dr. N. 
Herzog, Dr. K. Meyer, Dr. H. B. Thomas, Dr. 
A. Hoyne and Dr. A. K. Armstrong, to under- 


SHIPMENT OF POISONOUS DRUGS By 
MALL, 


THERE has recently been introduced in the 
United States Congress, at the instance of the 
National Association of Manufacturers of Medi- 
cinal Products, a bill to amend Section 217 of 
the United States Criminal Code relating to the 
shipping of poisonous substances by mail. This 
bill (Senate 6834, House 17396) is known as the 
Kern-Doremus Bill, from the names of its pro- 
ponents in the two houses. The present section 
of the Criminal Code above referred to forbids 
absolutely the transmission of poisonous drugs, 
even for legitimate purposes, by mail. This pro- 
hibition may prevent the mailing of emergency 
preparations ordered by physicians from a dis- 
tance by telephone or telegraph. It has seemed 
to the advocates of the Kern-Doremus Bill that 
this article should be amended so as to 
exclude only drugs not outwardly or of their 
own force dangerous to life, health, and prop- 
erty and to permit the shipping ‘by mail of 
poisonous drugs not thus dangerous if securely 
and properly prepared and packed, so as not 
to endanger the mails or those handling them 
from leaking or breakage. In accordance with 
this feeling the new bill has been drawn in 
part as follows: 


‘Sec. 217. All kinds of poisons and all arti- 
cles and compositions containing poisons which 
are outwardly or of their own force, danger- 
ous or injurious to life, health or prop- 
erty; and all other poisons, and articles and 
compositions containing poisons so insecurely 
packaged as to endanger the mails or those 
handling them from leakage or breakage, all 
articles and compositions herein described that 
are not packaged and prepared for the mails 
in accordance with any regulations that may be 
made by the Postmaster-General for their pre- 
paration and packing; and all poisonous anl- 
mals, insects, and reptiles, and explosives of all 
kinds, and inflammable materials, and infe 
machines, and mechanical, chemical, or other 
devices or compositions which may ignite or eX- 
plode, and all disease germs or scabs, and all 
other natural or artificial articles, compos!tions, 
or materials of whatever kind which may kill, 
or in any wise hurt, harm or injure another, 
damage, deface, or otherwise injure the mails or 
other property, whether sealed as first class mat- 
ter or not ; and all spirituous, vinous, malted, fer- 
mented, or other intoxicating liquors of any 


ter and shall not be conveyed in the mails or de- 
livered from any post office or station thereo 


take research on poliomyelitis in that city. 


nor by any letter carrier.”’ 


kind are hereby declared to be non-mailable mat- 
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The remainder of the bill provides penalties 
for violation of these provisions. The Post- 
master-General is empowered to make suitable 
regulations respecting preparation and packing 
for the mails. 

The intent of this proposed amendment seems 
just and the bill in question has been endorsed 
by the American Pharmaceutical Association 
and the American Association of Pharmaceutical 
Chemists. Its discussion and further considera- 
tion will presumably be postponed until the 
next session of Congress. 


PYORRHEA ALVEOLARIS 


TREATMENT. 


AND ITS 


Tue issue of the Journau for August 10 was 
devoted largely to a series of papers dealing with 
different aspects and opinions relative to hay 
fever and its treatment. In the present issue 
of the JouRNAL is published a shorter series of 
papers relating to pyorrhea alveolaris and its 
treatment by bacterial vaccines or by emetin, 
and with some other applications of emetin ther- 
apy. Dr. Medalia, whose previous paper on this 
subject appeared in the issues of the JourNAL 
for December 19 and 26, 1912, believes the vac- 
cine treatment superior to that by emetin. Dr. 
Reed, dealing less particularly with the use of 
) emetin in this condition, reviews the history of 
. the drug and presents a valuable summary’ 
of Its pharmacological and toxie action and 
its therapeutic uses. Dr. Kilgore’s paper offers 
interesting clinical evidence of one of the com- 
plications that may follow emetin therapy. 

| The recognition that the teeth and their ad- 
jacent tissues may afford ready and frequent 
portal of entry for systemie infections is one of 
the important advances in medicine during the 
past decade. It now appears probable that this 
portal is really less through the tooth 
oo | of the tissues immediately 
g it in the alveolar socket. It is not 
3 determined beyond question whether the in- 
_— leading to pyorrhea alveolaris is specifi- 

y due to the endameba bucealis or may be 
ordinary pyogenic organisms. That 
specific amebicide is established be- 
: ce and this drug has at least found a 

ite therapeutie place in the treatment of 
If pyorrhea be really a spe- 


\ lage infection, emetin should be also its 
Peeihe drug. Unless this is definitely proved, 


however, it would seem that the use of emetin 
in this disease should hardly be continued, in- 
asmuch as emetin is a drug whose exhibition is 
attended with not infrequent inconvenience and 
occasional danger. 


MEDICAL NOTES. 


MunicipaL For ScHooL CHILDREN.— 
The Department of Health of the City of New 
York has recently issued a reprint of the report 
of its free municipal clinies for school children, 
which were held in that city from 1912 to the 
end of 1915. During this time 1,677 children 
were examined and of this number, 1,605 re- 
quired treatment. The closing of these clinics 
by the Health Department will force the chil- 
dren back to the dispensaries where, among 
crowded conditions, the manner of operation 
and individual attention cannot be of the highest 
efficiency. 

While some institutions refuse to perform 
operations for hypertrophied tonsils and ade- 
noids without complete anesthesia, because of 
lack of facilities for the proper care of the pa- 
tients after operation, a large number of the 
dispensaries (including out-patient departments 
of several noted hospitals) operate upon the chil- 
dren in the general clinics and without anesthe- 
sia. To this is added the great risk of sending 
the patient home without any precautions being 
taken to prevent secondary hemorrhage or sep- 
tic infection of the throat. This element of dan- 
ger in the treatment of nose and throat cases 
was taken into account by the Department of 
Health in planning the school children’s clinics. 
Not only must all operations be performed with 
complete anesthesia, but every care and precau- 
tion have been introduced from time to time. 

In view of these facts the Bureau of Welfare 
for School Children has made recommendations 
to the proper authorities that these clinics be 
continued and suggests the use of the seven mu- 
nicipal halls for the housing of such clinics. 


AmerIcAN ELectTro-THERAPEUTIC ASSOCIA- 
TION.—The twenty-sixth annual meeting of the 
American Electro-Therapeutic Association was 
held in New York City on September 12, 13 and 
14. Among the many papers presented was one 
by Dr. Fred H. Morse of Boston on ‘‘Contact in 
Electro-Therapeutic Applications’ and one by 
Dr. Frank B. Granger of Boston on ‘‘The Con- 
denser Discharge in Diagnosis and Treatment.’’ 
Dr. George E. Deering of Worcester, Mass., pre- 
sented a paper on ‘‘The Treatment of Sub- 
Acromial Bursitis.”’ 


RESEARCH IN TropicaL Diseases.—Dr. Ernest 
Linwood Walker, associate professor of tropical 
medicine at the University of California, has 
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been sent by the George Williams Hooper Foun- 
dation to South America, to carry out investiga- 
tions on tropical diseases on the upper Amazon. 
Dr. Walker will be stationed 1,500 miles from 
the mouth of the river in the region of Porto 
Zelho, where a hospital is maintained by the 
Madeira-Mamora Railroad under the director- 
ship of Dr. Allen M. Walker. In the labora- 
tories of this hospital, researches on the parasi- 
tie infections of man in the tropics will be con- 
ducted. 


CHANGES IN Drua Prices.—Report from New 
York on August 28 records a few recent minor 
changes in the cost of drugs. Quinine has de- 
clined 10 cents in manufacturers’ hands. Gly- 
cerine has moved up to 36@371% cents per 
pound. Benzoic acid has advanced to $10@$11 
per pound. Various important coal tar pre- 
parations have moved up owing to increasing 
scarcity. Salol and the salicylates are excep- 
tions to this rule, however, the tone being easier 
owing to lower priced offers of carbolic acid, the 
base product. Camphor has been in unabated 
demand from smokeless powder and celluloid 
manufactures and the outlook favors further 
advances. 


British MepicaL AssociaTion.—At the re- 
cent formal meeting of the British Medical As- 
sociation in London, Dr. Sir T. Clifford Allbutt 
was elected president of the association for the 
ensuing year. Dr. Allbutt was born on July 20, 
1836. 


PLANS FoR New York Hosprraus.—In the 
issue of the New York Times for August 28 are 
recorded the plans now formulated for the re- 
building and remodelling of the Sea View Hos- 
pital for Tuberculosis on Staten Island and the 
Children’s Hospital and Sehools for Mentally 
Defective Children on Randall’s Island, New 
York. A total of $1,400,000 has been appropri- 
ated for this purpose. Mr. John A. Kingsbury, 
commissioner of the New York Charities De- 
partment, is reported as follows in regard to 
conditions and plans at the Randall Island 
Hospital. 


‘‘Some of the buildings in which the patients 
are housed were constructed in 1848, and many 
of them were built before 1860. These buildings 
have thin brick walls, with small windows and 
damp, unventilated basements, wooden floor 
beams, and wooden floors. The wood of these 
floors, as the result of daily scrubbings for gen- 
erations, is decayed, offensive, and insanitary. 
The pipes for the heating and plumbing are 
worn out beyond repair. 


The Commissioner’s plans provide for two 
large infirmaries, with day rooms, one for girls 
and one for boys, inclosed in glass, on the south, 
with terraces where the children who cannot 


sunshine. In these buildings will be housed all 
crippled and those unable to care for themselves, 
The buildings will also be equipped with special 
bath slabs, upon which crippled children may be 
bathed comfortably and without danger. A 
special system of heating will be installed. 
Two cottages are also planned for the inmates 
who are of a higher grade of mental develop- 
ment. A dining and an industrial room will be 
provided in the basement of these cottages. The 
dormitories will be flooded with light and air 
through maximum window spaces on three sides. 
The construction will conform to the strictest 
rules of fireproofing. For the nurses, investi- 
gators, and teachers a small attractive dormitory 
will be provided. There will also be a house for 
the medical staff. 

At Sea View Hospital, the problem is entirely 
different. That hospital was opened in 1913 


unusually costly pavilions, constructed primari- 
ly for bed patients, for which the construction 
cost per bed was nearly $4,000. The new plans 
contemplate doubling the capacity of the hos- 
pital in order that it may be possible to give 
immediate care to the large number of tubercu- 
losis patients, many of whom are now obliged to 
wait for weeks before a vacancy can be found. 

The 1,000 additional beds are to be provided 
in twenty-one open cottages of fireproof con- 
struction with forty-eight beds to a cottage. 
These cottages will furnish accommodations for 
400 additional women patients and 600 addition- 
‘al men patients. There will also be a group- 
building for men, with a dispensary, industrial 
rooms, billiard and recreation rooms and a gen- 
eral lounging room. There will also be a big 
dining hall receiving 600 men, which will be so 
constructed that all the tables can be run out 
into an adjoining room, and the hall used for 
entertainments. 

The plans for both Randall’s Island and Sea 
View Hospitals have been entirely completed and 
have been approved by all the necessary official 
bodies, except the Board of Estimate.’’ 


EUROPEAN WAR NOTES. 


Work oF AMERICAN PHYSICIANS IN (TER- 
MANY.—In the issue of the New York Staats- 
Zeitung for July 1 is published an account of 
the work done by American physicians and sur- 
geons during the past year in war hospitals in 
Germany and Austria. In 1915, the American 
Physicians’ Expedition Committee organized 
and opened a large reserve hospital at Oppeln m 
Silesia and since that time has not only conduet- 
ed this hospital, but has established and maln- 
tained three others in Germany and two in Aus- 
tria. The article by the Berlin correspondent 
of the New York paper describes the character 
of the work done at these institutions in part 
as follows: 


‘The American Hospital at Deutseh-Eylau in 


walk may be wheeled out to sit in the air and 


West Prussia handles all the surgical cases that 


with a capacity of 1,000 beds. It is composed of. 
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come from the front to the Deutsch-Eylau re- 
serve hospital, which has 1,800 beds. It also 
does all the surgical work for the large garrison. 
Furthermore, it gets all the surgical cases among 
the civil population of the town, where there 
are no more surgeons, as all are at the front; 
all those from the garrison towns of Reisenburg, 
Rosenberg, and some other places and those 
among the civil population of a great many 
neighboring towns. 

‘You may easily imagine what a huge amount 
of work the Americans do there and can willing- 
ly believe them when they say that when large 
fresh convoys of wounded are brought in they 
have to work night and day in order to complete 
their tasks. When I was in Deutsch-Eylau re- 
cently I saw the official records which show how 
large was the number of cases in which sick ci- 
vilians had been turned over to the head doc- 
tor of the American hospital with a request for 
treatment. The rush to the ‘Herrn American 
doctor’ on the part of the civie population is so 
great that it is simply impossible to dispose of 
all the cases. 

“The American Physicians’ Expedition Com- 

mittee has at present, as I am officially informed, 
six of these large war hospitals in operation, 
four in Germany (Oppeln, Deutsch-Eylau, 
Naumburg an der Saale and Coblenz) and two 
in Austria-Hungary. Two of them are financed 
by Chicago and one by Milwaukee. I asked the 
official to tell me plainly if the American doc- 
~ really were welcome and if they were need- 
ed. 
American hospitals are filled to the 
limit,’ I was told. ‘So you may see for yourself 
if we need them and how we trust them. Are 
they welcome here? We honestly wish that peo- 
ple would send us still more of them. The more 
the better.’ 

“The equipment of the American hospitals is 
really ideal. Economy is the order of the day, 
but considerable sums are spent for instruments 
and apparatus that are necessary. The ortho- 
pedie department of the hospital at Oppeln is 
the best in the entire province of Silesia, and 
the things that have been done there already 
verge on the miraculous. The many wounded 
men there, whose limbs have been restored 
to use, will never in their lives forget what they 
owe to American willingness to aid. Many a 
one who otherwise would have remained a crip- 
ple all his life will be in a position after the war 
to earn his living as he did before. 

The most friendly relations were soon es- 
tablished between the Americans and the local 
doctors, as well as the officers of the garrison. 
me Americans are invited to all the social af- 
ey sad are regular guests at the casino and 

‘he Tamily tables of the best people of the city. 
Pe people of Germany will not forget tne 

of the American Physicians’ Expedition.”’ 


or BRITISH PHYSICIANS IN THE WaR.— 
port from London states that during the year 


from August 1, 1915, to August 1, 1916, over 
four hundred British physicians died of disease 
or were killed in action in the war. 


War Reuier Funps.—On September 9 the to- 
tals of the principal New England funds for the 
relief of the European War reached the follow- 
ing amounts :— 


Belgian Fund ............ $151,372.74 
French Wounded Fund .. 118,099.25 
Serbian Fund ............ 102,348.07 
Armenian Fund .......... 66,594.10 
2, 42,669.67 


Belgian Tobacco Fund .... 35,092.50 


MEXICAN NOTES. 


Rep Cross GerMan Hosprtrau.—To finance 
the complete equipment of an American Red 
Cross base hospital unit which is being organ- 
ized by the Military Relief Department of the 
Red Cross with a staff from the German Hos- 
pital in New York, a contribution of $25,000 has 
just been given by Mr. Fritz Achelis, 9 East 57th 
Street, New York City. The Director of this 
unit will be Dr. Frederick Kammerer, who re- 
cently withdrew from active service with the 
German Army and brings to his new task the 
valuable knowledge gained at the German front 
in Europe. The following letter has been for- 
warded to Mr. Achelis by Maj. Gen. Arthur 
Murray, U. S. A. (Ret.), Acting Chairman of 
the Central Committee of the American Red 
Cross : 


‘‘This office has just received information 
from the Red Cross Chapter in New York that 
you have donated $25,000 to purchase the equip- 
ment for the base hospital unit which is to be 
organized in connection with the German Hos- 
pital in that city. 1 desire to thank you for this 
fine manifestation of patriotism and public spir- 
it in the name of the American Red Cross, which 
will carry out your humane intentions; and also 
for the American people, who will benefit by 
them. It is believed that there can be no more 
practical and useful way in which the Red Cross 
spirit of humanity can be put into practical 
operation than by making such preparations for 
the care of the wounded in war as to insure our 
soldiers in future, if the calamity of war should 
come, against a repetition of the unnecessary 
suffering and loss of life which has occurred 
from the lack of such preparations in all our 
wars heretofore.’’ 


Morsipniry AMonG Unirep States Troops.— 
Report from Washington, D. C., states that dur- 
ing the week ending Sept. 2, the morbidity rate 
among regular and national guard troops at the 
Mexiean frontier was 2.5%. During this per- 
iod there were six deaths from disease, of which 
five were militiamen. 
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Massacuusetts VoLUNTEER FuNp.—On 
September 9 the total fund of the Massachusetts 
Volunteer Aid Association for relief of soldiers 
at the Mexican frontier, and their families, 
reached the amount of $75,760.65. 


BOSTON AND NEW ENGLAND, 


THe Week’s Deatu Rate 1x Boston.—Dur- 
ing the week ending September 9, 1916, there 
were 232 deaths reported, with a rate of 15.91 
per 1,000 population, as compared with 204 and 
a rate of 14.31 for the corresponding week of 
last year. There were 53 deaths under 1 year 
as compared with 51 last year, and 55 deaths 
over 60 years of age against 53 last year. 

During the week the number of cases of prin- 
cipal reportable diseases were: diphtheria, 25; 
scarlet fever, 13; whooping cough, 18; measles, 
10; typhoid fever, 8; tuberculosis, 38. 

Included in the above were the following 
eases of non-residents: diphtheria, 7; scarlet 
fever, 5; tuberculosis, 1. 

Total deaths from these diseases were: diph- 
theria, 3; tuberculosis, 27; whooping cough, 5, 

Included in the above were the following 
deaths of non-residents: tuberculosis, 4. 


Typnor Fever Lynn.—During the past 
3 weeks there has been a small epidemic of ty- 
phoid fever in Lynn, Mass. Several cases were 
reported on August 28, and on September 8, the 
total number had reached 72. The source of the 
outbreak has been traced to an infected milk 
supply. 


PREVENTION OF BLINDNESS IN MASSACHUSETTS. 
—In the recently issued report of the Massa- 
chusetts Commission for the Blind are given in 
detail the efforts of the field agent to eliminate 
eye disablement and blindness caused by syphi- 
lis. He states as follows: 

‘‘That syphilis was responsible for fully 6 
per cent. of our new cases of blindness became 
evident after a study of eye records dating from 
a time (1908-09) when methods of diagnosis 
were much less precise than they are now. <A 
review of a group of 98 cases of practical blind- 
ness referred to this Commission during the past 
year shows that 9 per cent. were diagnosed as 
syphilitic. This result, while based on too few 
cases to be conclusive, indicates at least that the 
earlier estimate was not excessive. Old cases of 
blindness known to the Commission—especially 
cases of that prolific cause of blindness, atrophy 
of the optic nerve—are now, moreover, not in- 
frequently found to be of syphilitie origin. 


Merely indicative though they are, these facts 
point to the need of more thorough study. Only 
on a basis of such investigation can new work 
for the saving of eyesight from syphilis be 
planned. 

A valuable beginning has been made by Dr. 
Abner Post and Dr. George S. Derby in an in- 


tensive study of congenital syphilis in its re- 
lation to that serious and too common eye dis- 
ease of youth,—interstitial keratitis. This study, 
promoted by the Commission for the Blind, and 
financed by the Perkins Kindergarten for the 
Blind, has already shown in part what can be 
done to save children’s eyes from the more ser- 
ious effects of this disease. Its continuance 
through another year may throw some definite 
light on whether the eye disease, interstitial ker- 
atitis, can itself be prevented by early and ade- 
quate treatment of its underlying cause,—con- 
genital syphilis. 

With the object of securing further knowledge 
of syphilis, as a basis for preventive work among 
adults as well as children, the Commission for 
the Blind voted, Dee. 17, 1914, to make the fol- 
lowing suggestions for the consideration of the 
Commissioner of Health and the Public Health 
Council: ‘That cases of syphilis among inmates 
of publie institutions, such as reformatories, in- 
sane asylums, ete., be made reportable direct* 
to the State Department of Health, as a first 
step toward a State-wide study of this cause of 
blindness and other troubles.’ It was the feel- 
ing of the Commission for the Blind that this 
reporting might go hand in hand with work by 
the State Wassermann Laboratory for the diag- 
nosis of syphilis. 

While the proposed action has not yet been 
taken, the Commissioner of Health has publicly 
proposed furnishing salvarsan, or some equiva- 
lent, free to physicians who report cases of syph- 
ilis (as in New York, by office number rather 
than by name). This action, for which there is 
a precedent in the furnishing of antitoxin, 
and of preventive for ophthalmia neonatorum, 
would be taken less with the idea of securing a 
permanent cure of each reported case of syphi- 
lis, than with the purpose, and reasonable pros- 
pect, of checking the contagious stage of the dis- 
ease, thus destroying many foci of contagion, 
and limiting the spread of this menace of eye- 
sight, sanity and life itself. 

The carrying out of this policy, in connection 
with the rapidly growing work of the State 
Wassermann Laboratory, will involve increased 
appropriations. In this instance, however, even 
greatly increased expenditure will be a wise in- 
vestment of the public funds,—an investment 
certain, in fact, to be many times repaid to the 
public in the increased earnings—to say no 
more—of the living, sane and seeing people saved 
from this infection.’’ 

The Commission reports further that during 
the twelve months ending November 30, 1915, 
only one new ease of total blindness from ophthal- 
mia neonatorum has been discovered in the State. 
While, of course, there may be other cases not 
known, it is safe to say that, through the ¢co- 
operation of the State Department of Health, 
the local health boards, the Massachusetts Chari- 


* Authority for such action is given by Chapter 670 of the 
Acts of 1913. 
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table Eye and Ear Infirmary, the Society for the 
Prevention of Cruelty to Children and others, 
the menace from this cause of blindness has been 
reduced from about 5 to less than 1 per cent. 
as a factor in bringing about loss of sight. 


Correspondence. 


THIRD NEW ENGLAND TUBERCULOSIS 
CONFERENCE. 


Mr. Editor: The National Association for the 
Study and Prevention of Tuberculosis wishes to is- 
sue through you a cordial invitation to the members 
of your medical society to attend the New England 
Tuberculosis Conference in New Haven, Conn., on 
October 12 and 13. One of the most important meet- 
ings of this Conference will be the medical session. 
As a program for this session, we desire to arrange, 
first, that opportunity shall be given for a full dis- 
cussion of the experiences of individual physicians 
and medical associations in dealing with the tuber- 
culosis problem. Secondly, we are planning to have 
one or two formal papers by leading tuberculosis 
experts. We expect also to devote several other ses- 
sions to discussions of the social aspects of tuber- 
culosis. These will include formal meetings of a 
popular nature and informal round-table talks. 

May we ask that you bring this letter to the atten- 
tion of your society at its next meeting in order that, 
if it is their pleasure, delegates may be appointed to 
attend the Conference and take part in the discus- 
sions “4 the medical session and of the other sessions 
as well. 

Very truly yours, 
Purp P. 
Assistant Secretary. 


105 East 22p St., New York Ciry, Aug. 1, 1916. 


A CORRECTION, 
Mr. Editor:— 

In your JournaL of August 17, there is an excellent 
article by Dr. John Hitchcock on Tuberculosis Dis- 
pensaries. In this article, however, there is one state- 
ment which I feel needs correction. 

Discussing the incipient case which needs sana- 
torlum treatment, Dr. Hitchcock states that at the 
Rutland State Sanatorium, which is intended for in- 
cipient and favorable cases of pulmonary tuberculosis, 
there are 50 per cent. of advanced cases which, he 
Says, prevents the sanatorium from doing the work 
for which it was intended. As a matter of fact, dur- 
~ the past year at the Rutland State Sanatorium, 
‘Aere were 12.8 per cent. of patients classified as “ad- 
ee’ according to the national classification. It 
i very likely that Dr. Hitchcock has included in his 
inure not only those patients classified as “advanced,” 
ut also those classified as “moderately advanced.” 

This is hardly a fair statement, as many of our 
— favorable patients are in the moderately ad- 
faatien Stages when they commence treatment. In 
Sate Sanatorium and to the 

to make this correction, doing, it seems only fair 
Very truly yours, 
JOHN B. Hawes, 2p, M.D. 


*9 Gloucester St., Boston, Aug. 21, 1916. 


A PERUVIAN CUSTOM. 


PALMEIRA, Brazin, June 29, 1916. 

Mr, Editor: I take the liberty to send you this 
letter with prayer of publishing it in your valuable 
journal, if you find that it might be of some inter- 
est to your readers. 

Some years ago, traveling through Peru as a mis- 
sionary, I had the opportunity of learning the secret 
process by which the Indians of the Caqueta River, 
after cutting off the head of their prisoners of war, 
reduce it to one-sixth, more or less, of its natural 
size and keep it as a trophy. 

Two of such heads can be seen in the Museum of 
Natural History in London, England; and probably, 
in the museums of United States also, can be found 
some specimen of them.* They are very small, as I 
said, but the features of the face are perfectly pre- 
served—they look like miniature heads, and keep 
ineorrupt for an indefinite time. 

I would like to know if the divulgation of the 
process by which such extraordinary result is ob- 
tained could be of utility in the field of science; or 
if there is among the distinguished subscribers of 
the Boston MEDICAL AND SURGICAL JOURNAL anyone 
who is interested in knowing such process. In that 
case I would be pleased to communicate to him the 
operation that has been described to me. 

Thanking you in anticipation for your courtesy, I 


am, Sir, 
Respectfully yours, 
Address : Horace GIRALDI. 
Rev. Horace Giraldi, 
Rector of the Catholic Church, 
Palmeira, 
(Rio Grande do Sul, Brazil) 
* There are two specimens in the Warren Museum of the Har- 
vard Medical School, Boston. 


Miscellany. 


CHANGES IN THE MEDICAL CORPS, U. S. NAVY, 
FOR THE TWO WEEKS ENDING AUGUST 26, 
1916. 


August 14. 

Surgeon J. F. Leys, detached Fleet Surgeon, Atlan- 
tic Fleet, to home and wait orders. 

Surgeon A. W. Dunbar, to Naval Academy, Anna- 
polis, Md. 

Surgeon C. P. Kindleberger, detached Naval Acad- 
emy, to Fleet Surgeon, Atlantic Fleet. 

Surgeon F, C. Cook, to Naval Training Station, Nor- 
folk, Va. 

Surgeon C. E. Riggs, detached Naval Training Sta- 
tion, Norfolk, Va., to Navy Yard, Washington, D. C. 

Asst. Surgeon A. R. McAllister, detached Naval 
Station, Guam, tc temporary duty, Mare Island, Cal. 

Asst. Surgeon W. A. Vogelsang, detached Marbdle- 
head, to Naval Station, Guam, September Transport. 
August 17. 

Asst. Surgeon Lincoln Humphreys, to Naval Hos- 
pital, Washington. 
August 21. 

P. A. Surgeon O. J. Mink, detached Naval Hospital, 
Puget Sound, Washington, to home and wait orders. 

Asst. Surgeon J. F. Neuberger, M. R. C., to Marine 
Barracks, Port Royal, S. C., September 4, 1916. 


APPOINTMENTS. 


The following Massachusetts physicians were ap- 
pointed on August 24 as first lieutenants of the 
Tnited States Medical Reserve Corps: Dr. William P. 
Boardman. Dr. George S. Derby, Dr. Walter A. Jill- 
son. Dr. Roger Irving Lee, Dr. Nathaniel R, Mason 
and Dr. James L. Stoddard. 
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UNITED STATES CIVIL SERVICE EXAMINATION, 

MEDICAL INTERNE, ST, ELIZABETHS HOSPITAL, OCTOBER 
4, 1916.—The United States Civil Service Commission 
announces an open competitive examination for medi- 
cal interne, for both men and women, on October 4, 
1916. From the register of eligibles resulting from 
this examination certification will be made to fill 
vacancies in this position in St. Elizabeths Hospital 
(formerly Government Hospital for the Insane), 
Washington, D. C., at $900 a year, with maintenance; 
and vacancies as they may occur in positions requir- 
ing similar qualifications, unless it is found to be in 
the interest of the service to fill any vacancy by re- 
instatement, transfer, or promotion. 

The positions are tenable for one year, and pay $75 
a month and maintenance. During the year, how- 
ever, a postgraduate course in mental and neurologi- 
cal diagnostic methods is given, an examination is 
held, and promotions to the next grade, junior assist- 
ant physician, are made. Beyond this there is regular 
advancement for men whose services are satisfactory. 
St. Elizabeths Hospital has over 3,000 patients and 
about 800 employees to care for. In addition to the 
general medical practice offered, the scientific oppor- 
tunities in neurology and psychiatry are unsurpassed, 

Applicants must show that they are graduates of 
a reputable medical college or that they are senior 
students in such an institution and expect to graduate 
within six months from the date of this examination. 
The names of senior students will not be certified for 
appointment in the event they attain eligibility in 
the examination, until they have furnished proof of 
actual graduation. Applicants must not have grad- 
uated previous to the year 1914 unless they have been 
continuously engaged in hospital, laboratory, or re- 
search work along the lines of neurology or psychiatry 
since graduation, which fact must be specifically 
shown in the application. Applicants must be un- 
married, Age, 20 years, or over, on the date of the 
examination. No sample questions of this examina- 
tion will be furnished. Applicants must submit to the 
examiner, on the day of the examination, their photo- 
graphs, taken within two years, securely pasted in 
the space provided on the admission cards sent them 
after their applications are filed. Tintypes or proofs 
will not be accepted. This examination is open to all 
citizens of the United States who meet the require- 
ments. 

Persons who meet the requirements and desire this 
examination should at once apply for Form 1312, stat- 
ing the title of the examination for which the form 
is desired, to the United States Civil Service Com- 
mission, Washington, D. C. Applications should be 
properly executed, excluding the medical and county 
oflicer’s certificates, and filed with. the Commission at 
Washington in time to arranve for the examination 
at the place selected by the applicant. The exact 
title of the examination, as given at the head of this 
en, should be stated in the application 
orm. 


NOTICE, 


MEMORANDUM IN RELATION TO THE PRO- 
POSED “CLINIC FOR PAYING PATIENTS,” TO 
BE CONDUCTED BY THE MOUNT SINAI HOS- 
PITAL IN COLLABORATION WITH A GROUP 
OF SPECIALISTS. 


The clinie is proposed in the belief that there exists 
in this city a need for pay clinics where ambulant 
patients in moderate circumstances, who are not en- 
titled to free treatment, may consult reliable special- 
ists without being compelled to pay office fees which 
are beyond their means. The clinie does not wish to 
compete with or to supplant the family practitioner, 
but aims to afford treatment to patients who are now 


ueglected, to undermine quackery, and to replace free 
dispensary treatment by compensated, or at least 
partly compensated codperative practice. It is the 
purpose of the clinic to confine its aid to persons hay- 
ing incomes of $1200 per annum or less. 

(Incidental to the inauguration of clinics in certain 
special branches of medicine and surgery, it is pro- 
posed to undertake the organization of a department 
for the prevention of disease. The method to be fol- 
lowed in this department will be that of the periodic 
examination of individuals for the early detection of 
morbid tendencies, with a view to the prevention or 
postponement of constitutional disorders. ) 

Patients will be admitted to the clinic on week 
days from 7.30 to 9.00 p.m. There will be a registrar 
whose duty it will be to receive applicants, to reject 
persons not eligible for treatment, to keep the social, 
clinical and financial records of the clinic, and to 
collect and account for all fees. Mount Sinai Hos- 
pital contributes the use of its Dispensary Building 
and equipment. All earnings in excess of necessary 
expenditures will be divided among the members of 
the medical staff in proportion to their hours of at- 
tendance. The standard fee for routine or office con- 
sultation (except in the Department for the Preven- 
tion of Disease) wili be one dollar. Medicine will not 
be furnished by the clinic; prescriptions given to pa- 
tients are to be filled elsewhere as in ordinary private 
practice. A moderate extra charge will be made for 
x-ray work, and for any unusual laboratory or other 
investigation which necessitates the use of costly 
supplies, or the collaboration of auxiliary workers. 
The clinic will not seek to derive any profit from such 
investigation or examination, but only to be reim- 
bursed for any unusual outlay, and to make suitable 
payment to professional collaborators. 

Besides treating patients who come to the clinic of 
their own accord, or who may be referred by physici- 
ans for routine examination and treatment, the mem- 
bers of the staff will be prepared to see patients at 
the clinic in consultation with general practitioners. 
It is presumed that cases presented in this way will 
be such as require unusually careful and complete 
examinations: the fees to be charged for this con- 
sultation work will, therefore, be higher than the 
regular fee of one dollar to be charged for routine 
examinations, and may be agreed upon between the 
practitioner presenting the case and the clinic physi- 
cian consulted; such special fees should ordinarily be 
two or three dollars. 


SOCIETY NOTICE. 
New ENGLAND SurGicat Socrety.—The annual meet- 
ing will be held in Boston on October 5, 6, and 7, 
1916.—P. E. TruespaLte, M.D., Secretary. 


NOTICE OF MEETING. 

On September 20 will be held at Hotel Bancroft, 
Worcester, a meeting of 5 delegates from each Massa- 
chusetts District Medical Society to consider what 
action may be taken towards securing repeal oF 
amendment of the Workmen’s Compensation Act. 


RECENT DEATH. 

Dr. Eart C. Peck, of Newton, Mass,, who died of 
acute poliomyelitis of bulbar type on September 5 
at Philadelphia, was a native of Newton. He re- 
ceived the degree of M.D. from Jefferson Medical 
College in 1914, and later became resident physician 
at the Germantown Hospital. In 1916 he was ap 
pointed first assistant resident physician of the Phila- 
delphia Municipal Hospital, and was serving in that 
position at the time of his death. 
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